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THE  BRITISH  GYNAECOLOGICAL  SOCIETY. 
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Leopold  Landau,  M.D.,  Berlin ;  Professor  R.  J.  Kinkead, 
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Chestnutt,  L.R.C.S.  &  P.Ed.,  Howden,  Yorks  ;  E.  S.  Forde, 
L.R.C.P.  &  S.Ed.,  Galloway;  Henry  Pillow,  M.D.Diib., 
London ;  H.  JR.  Mosse,  M.D.Durh.,  Clapham  Common  ; 
R.  J.  Morris,  M.D.Lond.,  Lancaster  ;  R.  A.  Clarke,  L.R.C.S.I., 
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Teddington ;  E.  A.  Baylor,  M.D.Dub.,  Ash,  Dover,  Kent ; 
Alex.  Macdonnell,  L.R.C.S.Ed.,  London ;  F.  W.  Parsons, 
M.R.C.S.Eng.,  Wimbledon;  W.  H.  Bagnell,  L.R.C.P.Ed., 
Pau,  France  ;  W.  Donovan,  L.R.C.P.E.,  Birmingham ;  T. 
S.  Floyd,  M.D.Dub.,  Birkenhead;  W.  Barter,  M.D.Dub., 
London;  P.  F.  Barton,  M.R.C.S.,  Wimbledon;  C.  H.  Hartt, 
L.R.CP.L,  Greenwich ;  T.  G.  Emerson,  M.D.Dub.,  Wan- 
tage ;  P.  Quinlivan,  M.D.Dub.,  London. 

The  following  gentlemen  were  proposed  for  election  : — 
H.  Johnson  Hildige,  L.R.CP.L,  Pinner;  Arthtu*  W.  Howard, 
M.R.C.S.Lond.,  Harrow ;  C.  Y.  Pearson,  M.D.Dub.,  Cork ; 
G.  W.  H.  Gumming,  M.R.C.S.Eng.,  Torquay;  Wm.  J.  Tidy, 
F.R.C.P.E.,  Clifton ;  R.  Macartney,  L.R.C.P.  &  S.Ed.,  Cin- 
derford,  Gloucestershire;  Thos.  F.  Devane,  L.R.C.S.Ed., 
London ;  Leonard  S.  McManus,  M.D.Dub.,  London ;  Richard 
More  Madden,  L.R.CP.L,  London. 

Specimens. 

Mr.  F.  BOWREMAN  JESSETT  showed  the  following 
specimens  : — 

Case  I. — Case  of   Extra-Uterine   Fgetation. 

Operation — Recovery. 

E.  T.,  aged  33,  was  admitted  to  the  Cancer  Hospital 
under  the  care  of  Mr.  Bowreman  Jessett,  on  November  26, 
1897.    The  history  of  the  case  is  as  follows  : — 

Family  History. — Nil, 

Patient's  Previous  History. — Has  had  very  good  health 
all  her  life.  Been  married  fourteen  years.  Children,  four 
[youngest  child  aged  2  years].  Miscarriages,  two.  [Last 
miscarriage  five  years  ago.] 

History  of  Menstrual  Periods. — Commenced  at  between 
15  and  16.  Have  been  at  regular  intervals  and  quite  normal. 
However,  since  March  the  periods  have  lasted  five  days. 
Copious  show  with  severe  pain.  Has  had  menorrhagia 
during  last  three  months.    Period  in  October  (the  last  before 
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admission)  lasted  only  two  days.     Show  at  this  time  very 
scanty. 

History  of  Present  Illness. — Between  six  and  seven  months 
ago  (June — July,  1897)  *^^st  noticed  a  white  discharge  from 
vagina.  It  has  never  been  offensive.  Patient  has  been  in 
pain  at  times  but  is  free  now  on  admission.  During  past 
month  has  lost  flesh.     Patient  looks  ill  and  is  very  anaemic. 

On  November  2,  hcemorrhage  commenced  from  uterus, 
it  was  of  a  "  gushing "  character  and  sometimes  profuse,  at 
others  stopping  suddenly.  Has  had  vomiting  during  past 
month,  this  also  has  been  profuse.  Last  Sunday  in  October 
(five  weeks  ago)  had  sudden  fainting  attack,  followed  by 
acute  pain  in  abdomen  which  lasted  one  hour,  noticed  a 
few  spots  of  blood  on  clothing.  On  the  following  Friday 
pain  became  severe  again  and  patient  took  to  her  bed  which 
she  has  kept  up  to  time  of  admission. 

Present  Condition. — Patient  looks  very  ill  and  is  most 
anaemic.  Patient  says  she  has  been  suckling  her  child  past 
eighteen  months.  There  is  milk  in  her  breast  at  present 
time. 

On  examination  of  the  abdomen  there  is  a  round  swellings 
which  appears  to  be  connected  with  the  uterus,  but  patient 
keeps  her  muscles  so  contracted,  examination  of  tumour 
cannot  be  truly  diagnosed. 

Per  vaginam. — Cervix  is  very  high  up  and  can  only  just 
be  reached  with  finger.  It  is  patulous  and  admits  tip  of 
finger.  Lateral  fornices  drawn  up  and  out  of  reach.  Uterus 
appears  to  be  enlarged  but  at  the  same  time  movable. 
Examination  painful,  and  finger  is  covered  with  blood  and 
discharge,  which  is  offensive. 

November  30,  Operation. — Operation  performed  without 
any  great  difficulty.  On  opening  the  abdomen  the  omentum 
was  found  to  be  firmly  adherent  to  the  uterus  and  tissue  of 
pelvis,  on  detaching  this  a  large  blood  clot  was  brought  into 
view  filling  the  pouch  of  Douglas ;  on  removing  this  the  end 
of  the  left  broad  ligament  was  seen  to  be  enlarged  and  the 
tube  dilated,  evidently  a  tubal  gestation,  this  was  ligatured 
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and  removed.  The  pelvis  was  washed  out  and  a  drainage 
tube  inserted.  Convalescence  took  place  without  a  single 
bad  symptom.  Wound  was  dressed  every  four  hours  for 
first  few  days.  The  patient  made  an  uninterrupted  recovery 
and  left  hospital  on  January  lo,  1898,  for  a  home  at  East- 
bourne. 

Case  II. — Case  of  Carcinoma  :  Utero- Vaginal  Hyster- 
ectomy Resulting  in  Recovery. 

F.  W.,  aged  49,  was  sent  to  Cancer  Hospital  under  Mr. 
Jessett,  by  Dr.  Aust  Laurence  of  Bristol.  Date  of  admis- 
sion, January  15,  1898. 

Patients  History. — Has  had  very  fair  health  all  her  life. 
Been  married  twenty-six  years.  Has  three  chfldren,  youngest 
aged  20.     Has  had  no  miscarriages. 

History  of  Menstrual  Periods. — Commenced,   aged    16- 
Never  remembers  being  regular.     Lately,  i.e.,  during  past 
five  months,  periods  have   lasted  eight  to  nine  days,  and* 
patient  has  never  been  twelve  days  free  between  attacks. 

Present  Condition. — Patient  is  well  nourished  and  not 
anaemic.  No  pain  in  abdomen.  No  tenderness  in  either 
iliac  fossae.  Has  a  slight  tendency  to  umbilical  hernia. 
Patient  has  noticed  3,  discharge  horn  vagina  past  five  months. 
She  has  had  no  pain. 

Per  Vaginam. — ^The  cervix  feels  peculiar,  its  edges  seem 
compressed  from  side  to  side,  and  the  external  os  is  brawny 
and  bleeds  readily  on  examination.  The  whole  cervix  is 
very  hard.  The  uterus  can  just  be  felt  bi-manually,  it  is 
slightly  enlarged.  Uterus  very  movable  and  favourable  for 
removal  througH  vagina. 

January  18,  1898. — ^Vaginal  hysterectomy  performed. 
Patient  made  a  good  recovery. 

Case  III. — Case  of  Fibro-Myoma.  Double  Oophorec- 
tomy PERFORMED  WITH  NO  BENEFICIAL  RESULTS, 
FOLLOWED  BY   HYSTERECTOMY.       RESULT  RECOVERY. 

1.  T.,  aged  37,  was  admitted  to  Cancer  Hospital  under 
ihe  care  of  Mr.  Jessett  during  the  early  part  of  1897.     She 
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v^s  sufiFering  from  fibroid  of  uterus,  and  in  March  Mr. 
Jessett  performed  double  oophorectomy.  Patient  left  hos- 
pital six  weeks  after. 

On  October  20  was  admitted  again  as  patient,  still  had 
severe  haemorrhages  from  time  to  time. 

History  of  Present  Illness  (Oct.). — Patient  says  she  felt 
relieved  by  operation  for  some  short  time  after  leaving  the 
hospital,  but  during  the  third  week  of  August  had  a  severe 
flooding  which  lasted  fourteen  days.  Had  a  second  attack 
of  haemorrhage  during  first  week  of  October  and  was 
advised  by  her  private  medical  adviser  to  present  herself 
at  hospital. 

Present  Condition. — Abdominal  muscles  are  kept  con- 
tracted. Old  incision  perfectly  healed.  The  growth  does 
not  seem  to  have  diminished,  and  the  previous  operation  so 
far  in  this  case  does  not  appear  to  have  been  beneficial. 
The  uterus  can  be  felt  to  be  fairly  enlarged  and  a  large  boss 
can  be  felt  bulging  towards  the  right  iliac  fossa.  There  is 
also  much  resistance  here  and  some  tenderness  on  palpation. 
The  growth  has  evidently  increased  in  size  since  March  and 
on  this  account  Mr.  Jessett  was  contemplating  its  removal. 
However,  on  consultation,  the  majority  of  the  staff  advised 
postponing  any  further  operative  treatment  for  the  present, 
as  they  imagined  the  growth  might  diminish. 

Patient  was  just  one  month  in  hospital,  and  left  on 
November  20.  General  condition  much  improved.  No 
diminution  of  size  of  tumour.  Is  to  attend  as  out-patient, 
and  will  be  admitted  at  once  if  any  bad  haemorrhage 
occurs. 

This  patient  was  again  admitted  on  December  14,  1897, 
having  had  another  severe  haemorrhage.  Hypodermic  injec- 
tions of  ergot  deeply  injected  into  gluteal  muscles  necessary. 
With  the  aid  of  these  and  rest  in  bed  patient's  general 
condition  has  improved,  but  condition  was  not  satisfactory 
for  operation  until  January  11  [i>.,  nearly  one  month  after 
admission]. 

Condition  previous  to  Operation. — Certainly  the  myoma  is 
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smaller  than  on  admission,  but  it  is  only  fourteen  day* 
since  last  menstruation  ceased.  Last  period  lasted  five 
weeks  [from  November  21  to  December  27],  and  during  this 
time  the  tumour  was  nearly  half  as  large  again.  On  pre- 
vious  examinations  tumour  was  inclined  to  be  on  right  side, 
but  now  it  is  more  central. 

Per  Vaginam. — Cervix  not  so  far  up  as  expected  and 
finger  reaches  it  with  ease.  The  fundus  is  anteverted,  and 
above  the  uterus  is  a  small  fibroid  which  feels  to  be  purely 
intra-mural ;  uterus  freely  movable. 

January  11,  Operation. — Pan-hysterectomy  was  performed 
and  patient  made  a  good  recovery. 

Case  IV. — Case  of  Fibro-Myoma  Uteri.    Operation- 
Death. 

M.  F.,  aged  36,  was  admitted  to  hospital  on  December  i, 
under  care  of  Mr.  Jessett. 

Patient's  History. — Has  never  had  any  serious  illness. 

History  of  Menstrual  Periods. — Commenced  at  age  13  ;  at 
first  was  never  regular,  duration  seven  to  eight  days  with 
pain  for  one  to  two  days.  Then  discharge  became  profuse 
and  pain  disappeared.  This  condition  lasted  until  16  years 
of  age.  During  these  three  years  was  under  medical  treat- 
ment. From  the  age  of  16  until  seven  or  eight  months  ago 
the  periods  have  been  practically  normal,  but  noticed  that 
just  towards  the  end  of  this  time  the  flow  was  becoming 
copious. 

Practically  it  was  nine  months  ago  when  haemorrhage 
first  became  profuse,  and  since  this  time  patient  has  noticed 
that  the  more  recent  periods  are  still  increasing  in  amoimt 
and  have  lasted  nine,  ten,  eleven,  or  twelve  days.  Date 
of  end  of  last  menstrual  period  November  24 ;  this  period 
lasted  for  ten  days,  and  haemorrhage  was  profuse. 

Patient  has  never  had  any  bleeding  between  periods. 

Has  noticed  a  vaginal  discharge  past  two  months  ;  it  has 
only  become  offensive  recently. 
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Present  Condition. — The  abdomen  on  inspection  is  pecu- 
liar. The  tumour  lies  obliquely  and  to  the  left,  the  highest 
point  in  median  line  being  just  above  umbilicus,  rising  to 
near  costal  angle  on  left  side.     Umbilicus  prominent. 

Per  Vaginam. — Cervix  drawn  up  and  very  nearly  out  of 
reach  ;  it  is  very  soft.  Uterus  obliquity  points  to  left  side, 
evidently  drawn  over  by  mass  which  occupies  the  left  half 
of  abdomen.  This  mass  moves  with  the  uterus.  Examina- 
tion causes  severe  pain  and  patient  will  not  permit  a  really 
thorough  digital  examination,  keeping  her  diaphragm  fixed 
and  her  abdominal  muscles  contracted. 

December  6f  Operation. — Unfortunately  this  ended  fatally. 


Case  V.— Case  of  Cystic  Sarcoma  of  Ovary. 
Operation  and  Recovery. 

M.  H.,  aged  53,  was  admitted  to  Cancer  Hospital  on 
November  8,  1897.     History  of  case  is  as  follows : — 

History  of  Menstrual  Periods, — Menstruation  commenced 
at  age  of  ii^.  Periods  used  to  last  twelve  to  fourteen  days. 
Quite  regular,  but  during  these  times  the  pain  was  intense 
and  lasted  until  the  show  appeared.  Menstrual  flow  always 
relieved  the  patient  of  pain. 

History  of  Present  Illness. — Patient  is  unmarried  and 
has  been  suffering  as  above  until  the  age  of  40.  At  this 
time  menstruation  ceased  for  five  years.  There  was  no 
cause  for  this,  and  patient  during  these  five  years  enjoyed 
excellent  health. 

At  age  of  45  she  suddenly  had  severe  attacks  of  haemor- 
rhage, in  fact,  patient  says  she  was  scarcely  free  a  whole 
week.  At  this  time  she  also  noticed  a  white  discharge  from 
vagina.  The  above  conditions  have  lasted  up  to  present 
time.  Last  severe  haemorrhage  took  place  two  months  ago, 
but  there  was  a  slight  show  last  week. 

Present  Symptoms. — Complains  of  severe  pain  in  the  back 
and  is  subject  to  neuralgia. 
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Present  Condition, — The  abdomen  is  well  nourished,  and 
on  left  side  is  a  naevus. 

On  Inspection  the  left  half  of  abdomen  does  not  appear 
to  move  very  freely  on  deep  respiration.  . 

On  Palpation  a  hard  round  lump  can  be  distinctly  felt 
through  anterior  abdominal  wall,  its  situation  being  just  to 
the  left  of  the  median  line.     Examination  gives  no  pain. 

Per  Vaginam, — ^The  cervix  is  soft,  and  if  anything  lower 
down  vagina  than  usual.  The  edges  of  supra-vaginal 
portion  of  cervix  are  quite  smooth.  The  normal  arches  of 
the  fornices  seem  to  be  quite  obliterated. 

There  is  a  mass  which  is  evidently  connected  with  the 
uterus  extending  into  Douglas'  pouch  and  atross  to  left 
posterior  quarter  of  pelvis.  Bi-manually  the  uterus  not 
felt. 

November  9. — As  patient  is  not  easy  to  examine  without 
an  anaesthetic  on  account  of  rigidity  of  abdominal  muscles 
she  was  placed  under  ether.  It  was  found  the  patient  was 
suffering  from  an  ovarian  tumour  which  was  very  mobile. 

November  16,  Operation. — The  tumour  was  found  to  be 
a  solid  ovarian  tumour  with  long  pedicle.  The  pedicle  was 
ligatured  and  the  tumour  removed. 

From  November  16,  i,e,,  the  date  of  operation  the 
patient  made  an  uninterrupted  recovery,  in  fact  never  had 
any  bad  symptom,  a  slight  cough  was  troublesome  for  a 
time,  but  this  was  soon  relieved  by  suitable  medicines. 

The  pathologist's  report  on  the  specimen  is  that  the 
growth  is  a  cystic  sarcoma  of  ovary. 

Patient  leaves  hospital  to-day,  December  20,  1897. 

The  President,  Dr.  Macnaughton-Jones,  then  read  his 
Inaugural  Address. 

The  Position  of  GYNiECOLOGY  To-day. 

Gentlemen, — Permit  me,  on  taking  the  Chair  of  this 
Society,  to  express  in  a  few  words  my  appreciation  of  your 
confidence  and  goodwill  as  shown  by  your  electing  me  to 
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fill  it.     The  President  of  a  society  ought  to  be,  for  the  time 
being,  its  representative  head  and  the  official  exponent  of 
its  work.     In  proportion  to  the  importance  and  value  of 
that  work,  is  the  measure  of  the  responsibility  assumed  by 
him,  and  correspondingly  great  the  honour  conferred  on 
him  by  his  selection  as  its  President.     I  need  hardly  then 
say,  that,  knowing  the  work  that  the  British  Gynaecological 
Society  has  done,  and  is  doing,  and  the  large  number  of 
distinguished   men   abroad   and   in    Great    Britain    or   its 
Colonies  to  be  found  on  its  roll  of  Fellows,  now  numbering 
nearly  600,  I  fully  realise  my  responsibility  as  inseparably 
associated  with   the  honour  you   have   conferred  on  me. 
For  there  can  be  no  doubt  of  the  truth  of  this  statement : 
that  to  the  British  Gynaecological  Society  is  mainly  due  the 
credit  of  developing  and  raising  to  its  present  standard  the 
science  and  art  of  gynaecology  in  this  country.     It  has  been 
the  principal  force  directing  the  evolution  of  the  surgical 
side  of  the  gynaecologist's  art  in  Great  Britain,  a  result  which 
has  largely  followed  from  the  happy  co-operation  of  able 
workers  in  the  four  divisions  of  the  kingdom,  all  labouring 
through   the   medium  of  this  Society  to  a  common  end. 
Honos  cui  honos,  and  this  Society  may  take  to  itself  this 
credit — ^that  in  the  transitional  stage,  from  the  older,  cruder 
and  now  discredited  methods,  to  the  riper,  and  accepted 
teachings  of  to-day,  it  has  ever  been  in  the  van,  directing 
and  encouraging  the  development  of  this  branch  of  abdo- 
minal and  pelvic  surgery,  in  its  gradual  conversion  from  the 
colloid  state  in  which  it  existed  some  few  years  ago,  to  its 
present  more  highly  organised  and  crystalloid  condition. 
Not  that  I  would  refrain  from  giving  the  full  measure  of 
praise  to  those  bolder  spirits,  who,  long  before  any  Society 
such  as  this  existed,  fearlessly  devoted  themselves  to  the 
surgery  of  the  generative  organs  of  women.      Foremost 
among  such  names  are  those  of  Clay,  Spencer  Wells,  George 
Keith,   and    Lawson    Tait  ;    neither  must    we    forget   the 
classical   teachings  of   Robert    Barnes,   and    the    valuable 
clinical  work  of  Lombe  Atthill. 
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No  history  of  the  growth  of  British  gynaecology  can  be 
complete  without  the  mention  of  these  names ;   those  of 
others  are  familiar  to  you.      To   us,   their  followers,   the 
splendid  achievements  of  such  men   as   Keith  and    Wells 
seem  all  the  more  wonderful  when  viewed  by  the  light  of 
our    modern   improved    facilities    for  operation,  and    the 
circumstances  under  which  we  operate.     And  while   thus 
speaking  of  our  indebtedness  to  these  great  forerunners  of 
our  art,  every  Fellow  of  this  Society  must  admit  how  much 
British  gynaecologists  owe  to    their  American  and    Con- 
tinental confreres,  whose  brilliant  operative  feats,  justified  by 
their  clinical  successes  and  their  wide  and  rich  pathological 
researches,  gave  support  and  confidence  to  those  who   in 
this  country  were  working  against  the  stronger  current  oi 
conservatism    and    caution    inherent   in   the  Anglo-Saxon 
temperament.     Men  naturally  asked,  if  such  successes  could 
be  achieved  abroad,  why  British  *surgeons  should  not  obtain 
in  this  department  of  surgery  similar  results.     The  Journal 
of  this  Society,  from  its  inauguration   fourteen  years  ago, 
is  a  history  of  the  progress  of  the  gynaecological  art  in  Great 
Britain.     One  prominent  characteristic  of  this  Society  has 
been  the  desire  to  encourage  and  recognise  the  development 
and   progress  of  gynaecology,  not  in  the  metropolis  alone, 
but  throughout  the  United  Kingdom.     Your  Transactions 
contain   the  records   of    the   type  of    work,   pathological, 
clinical,  and  operative  done  by  your  Fellows  in  the  various 
provincial  centres  of  the  kingdom.     And  it  is  a  pleasure 
and  a  pride  for  us  in  London  to  recognise  that  this  Society 
has  taken  so  active  a  part  in  the  decentralisation  of  this 
labour,  with  the  consequent  greater  diffusion  of  knowledge, 
and    therefore  gradual    increase   in   reputation   of   British 
gynaecology  generally.     Personally,  I  am  a  firm  believer  in, 
and  an  ardent  advocate  for,  such  decentralisation,  leading 
as  it  does  to  new  schools  of  thought  and  increased  number 
of  foci  for  culture,  larger  and  more  disseminated  fields  for 
gaining  experience,  wider  opportunities  for  practice,  in  short, 
to  the  creation  of  new  centres,  active,  creative,  independent, 
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destructive  of  monopoly  and  monopolising  tendencies.  So, 
we  in  London,  confidenUy  look  to  those  centres  to  continue 
in  the  future,  as  in  the  past,  to  give  us  their  active  support, 
and  infuse  into  our  proceedings  that  interest  and  freshness 
which  the  presence  of  the  provincial  Fellows  always  secures. 

Looking  back  some  twenty  years,  since  I  delivered  my 
first  course  of  University  lectiu^es  on  gynaecology,  apart  from 
obstetrics  proper,  I  can  take  a  rapid  mental  survey  of  the 
extraordinary  advance  that  this  department  of  surgery  has 
made  during  this  time.  There  would  be  little  profit  in 
tracing  this  development.  It  is  no  exaggeration  to  say  that 
these  years  have  seen  a  new  branch  of  surgery  spring  into 
existence. 

Yet  there  are  a  few  points  on  which  it  may  not  be 
unprofitable  briefly  to  dwell.  The  advance  of  gynaecology 
has  taken  place  on  two  distinct  dual  lines — the  physiological 
and  histological,  the  pathological  and  surgical.  The  first 
includes  our  better  understanding  of  the  physiological 
correlations  of  the  uterus  and  its  adnexa,  the  function  of 
menstruation,  the  nervous  influences  at  work  in  securing 
the  evolution  of  this  process ;  the  primary  and  secondary 
reflected  impulses  and  disturbances  that  follow  upon  its 
normal  or  abnormal  performance ;  and  the  histological 
changes  that  occur  both  in  the  uterus  and  adnexa,  necessi- 
tated by  the  rythmic  occurrence  of  the  function  of  ovulation. 
We  are  also  better  acquainted  with  the  correlation  that  exists 
between  embryonic  development  and  arrest  of  development 
in  the  generative  organs,  and  the  pathological  conditions 
found  in  adult  life.  Take,  for  example,  cystic  conditions 
of  the  parovarium  and  vagina  in  their  relation  to  Skene's 
and  Gartner's  ducts  ;  ^  cysts,  pedunculated  and  otherwise,  of 
the  meso-metrium,  in  their  connection  with  the  Wolffian 
duct  and  the  Morgagnian  cysts  ;2  accessory  Fallopian 
fimbriae,  and  their  derivation  from  Kobelt's  tubes  ; '  dermoid 


^  A.  Routh,  Obstetrical  Society  Trans.,  1894. 

*  Bland  Sutton,  Surg.  Dis.,  "Ovaries  and  Fallopian  Tubes,"  1896. 

'  Alban  Doran,  Obstetrical  Society  7ra/w.,  vol.  xxxi.,  1889. 
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cysts  of  Ihe  oophron  ;  ^  abnormal  glandular  conditions  found 
in  the  cervix  uteri  and  its  epithelium,  which  bring  about 
a  condition  which  has  been  called  by  Fischel  "  congenital 
physiological  ectropion,"  and  the  defect  in  the  transforma- 
tion of  Muller's  epithelium  as  a  predisposing  cause  of  pseudo 
ulceration  in  the  cervix.* 

It  is,  however,  in  the  elucidation  of  histological  changes 
which  occur  in  the  cortex  and  parenchyma  of  the  ovaries 
that  we  perhaps  chiefly  realise  the  importance  of  the  histo- 
logical advance  that  has  been  made.  Witness  the  tracing 
out  of  the  processes  which  lead  up  to  non-cystic  and  cystic 
ovaritis,  and  which  assist  also  in  differentiating,  histologi- 
cally, dropsy  of  the  follicles  from  dropsy  of  the  stroma, 
and  the  origin  of  haematocysts  in  the  follicles,  corpora 
lutea  or  stroma,  as  well  as  the  part  played  by  the  stroma 
of  the  ovary  in  neoplasmic  formations,  sclerotic  and 
ciiThotic  changes.  In  like  manner  a  more  accurate  know- 
ledge of  the  structures  of  the  tubal  walls,  in  the  distribution 
and  position  of  their  muscular  layers,  their  myxomatous 
connective  tissue,  and  their  vascular  supplies,  as  well  as  the 
complicated  arrangement  of  the  mucous  membrane,  has  led 
to  a  clearer  understanding  of  the  alterations  which  occur 
in  catarrhal  and  interstitial  forms  of  salpingitis,  and  the 
distinction  between  endosalpingitis  of  the  parenchymatous 
and  atrophic  forms.* 

The  advance  on  the  pathological  side  has  been  of  too 
vast  a  nature  to  attempt  to  discuss  it  fully  here.  I  may 
mention  a  few  of  the  pathological  gains  which  have  followed 
from  the  laborious  researches  of  pathologists,  especially  in 
the  French  and  German  cliniques,  viewed  from  the  light 
of  the  clinical  advantages  which  have  resulted  from  these. 
There  is  the  recognition  of  the  various  causes  in  the  adnexa 
and  uterus,  which  have  led  to  a  clearer  differentiation  of  the 
secondary  conditions,  both  in  the  uterus  itself,  and  in  the 


*  Ub.pt. 

*  "  Traite  Practique  de  Gynaecologie."     Bonnet  and  Petit,  1894. 
^  Bonnet  and  Petit,  Ub.  cit. 
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adnexa,  which  follow  in  the  wake  of  backward  displacement 
and  flexion  of  the  uterus ;  the  division  of  chronic  cervical 
endometritis  into  its  various  forms ;  the  pathological  con- 
sequences of  laceration  of  the  cervix,  and  the  more  correct 
teaching  on  the  subject  of  erosion,  associated  with  glandular 
and  follicular  degeneration  of  the  cervix.    The  sources  of 
perimetric  inflammations  and  pelvic  suppuration  are  now 
clearly  understood.    The  causes  of  pelvic  haemorrhages, 
whether  those  connected  witk  pregnancy  or  otherwise,  can 
be  systematically  defined  and  classified.     We   no  longer 
speak  of  a  mysterious  haematocele,  which  includes  any  or 
every  escape  of  blood  in  the  pelvic  basin.    Gradually  has 
the  pathology  of  fibro-myomatous  tumours  of  the  uterus, 
both  as  regards .  the  elements  from  which  they  grow,  their 
mode  of  growth,  as  well  as  the  influence  brought  about  by 
pregnancy  and  the  menopause  upon  their  development,  led 
up  to  their  pathological,  anatomical,  and  histological  classifi- 
cation.     The   manner  in   which   tuberculosis  attacks  the 
uterus,  and  the  histological  appearances  which  follow  the 
tubercular  infection,  have  been  carefully  described. 

And  now  we  come  to  that  subject  which  has  perhaps  led 
to  more  contentious  disputation  than  any  other  in  the 
pathological  field  of  gynaecology.  I  refer  to  the  whole 
question  of  the  histology  and  pathology  of  malignant 
degenerative  changes  and  growths  in  the  uterus  and  adnexa. 
Fortunately,  the  enormous  amount  of  clinical  material  on 
the  one  hand,  and  all  the  microscopical  research  on  the 
other,  which  has  been  brought  to  bear  on  the  entire  subject, 
has,  for  all  practical  purposes,  settled  certain  vexed  questions 
and  determined  the  lines  of  treatment.  Time  will  permit 
of  but  a  bare  reference  to  a  few  of  the  more  important  of 
these  pathological  points.  Cancer,  it  has  been  shown, 
affects  the  body  of  the  uterus  much  more  frequently  than 
it  is  supposed  to  do.  The  nature  of  the  lymphatic  supply, 
and  the  character  of  the  lymph  currents  in  the  uterus 
explain  this.  Also  it  has  been  proved  that  cancer  may 
originate  in  the  connective  tissue.    We  do  not  now  permit 
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any  "  old-fashioned  "  views  as  to  the  limitation  of  carcinoma 
of  the  uterus  to  the  cervix  to  influence  us  in  pursuing  old- 
womanly  methods  in  dealing  with  a  disease  so  destructive 
to  human  life.  We  know  that  cervical  cancer  does  frequently 
invade  the  fundus,  and  though  we  may  clinically  distinguish 
carcinoma  from  epithelioma  of  the  cervix,  we  do  not  permit 
clinical  distinctions  between  cancroid  and  carcinoma,  and 
sarcoma,  to  influence  our  operative  procedures,    Scirrhus 
is  comparatively  rare  as  compared  with  the  other  forms  of 
malignant  growth.     Malignant    adenoma  of    the    cervical 
glands  is  also  extremely  rare.     Sarcoma,  for  all  practical 
purposes,  from  a  clinical  point  of  view,  has  to  be  regarded 
in  the  same  light  as  carcinoma,  but  the  differentiation  of  the 
disease  from  cancer  will  always  be  a  matter  of  considerable 
difficulty,  resolved  only  by  means  of  the  microscope,  the 
symptoms  depending  so  much  upon  the  situation  of  the 
growth,  whether  sub-mucous,   or  parenchymatous.     It   is 
now  a  settled  fact  that  a  fibro-myomatous  tumour   may 
change    into  a  sarcomatous,  and    that    the    time    of    the 
menopause  is  the  most  likely  for  such  a  metamorphosis  to 
occur. 

For  myself,  I  am  not  inclined  to  believe  that  simple 
erosions  of  the  cervix  degenerate  into  malignant  conditions 
as  often  as  by  some  they  are  said  to.  I  am  rather  inclined 
to  view  the  eroded  malignant  surface  as  the  consequence  of 
a  pre-existing  malignant  change  in  the  cervical  glands.  I 
regard  a  follicular  degenerative  state  with  accompanying 
engorgement  of  the  cervical  tissues,  often  met  with  in 
women  over  forty,  as  one  of  the  most  serious  premonitory 
or  predisposing  signs  of  such  malignancy.  The  part  played 
by  secondary  epithelial  formations  which  have  been  by 
some  regarded  as  parasitic,  is  still  a  vexed  question,  but  that 
cancer  is  spread  by  the  lymph  vessels  is  certain.  There  is 
the  comforting  reflection  that  there  is  not  the  same  rapidity 
of  dissemination  in  the  case  of  the  uterus  as  in  the  mammary 
gland,  and  the  involvement  of  other  organs  is  comparatively 
rare.    The  danger  of  confusing  fungous  endometritis,  which 
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is  not  of  a  malignant  nature,  with  fungous  growths,  which 
are,  and  the  risk  of  the  same  error  being  committed  in  the 
instance  of  haemorrhagic  endometritis,  and  the  impor- 
tance of  a  careful  microscopic  test  after  curettage,  are 
widely  recognised  and  acted  upon. 

The  most  important  recent  addition  to  the  pathology  of 
uterine  malignant  disease  is,  the  description  of  the  decidual 
degeneration  included  under  the  head  of  "  deciduoma  ma- 
lignum."  I  confess  myself  a  convert  to  this  view,  that  the 
pathological  changes,  as  shown  by  the  microscope  in  the 
characteristic  giant  cells,  the  indeterminate  diffusion  of  small 
round  sarcoma  cells,  and  the  neoplastic  tissue  elements  are 
characteristic  of  these  decidual  growths,  though  it  is  prob- 
able that  a  simple  sarcoma  may  occasionally  be  classed  as 
being  of  the  former  type.  Meyer  and  Sanger,  in  Europe, 
and  Whitridge  Williams,  in  America,  were  the  earliest 
observers  of  this  condition.* 

Turning  to  the  ovaries,  we  find  that  in  addition  to  the 
important  investigations  into  the  pathology  of  ovarian 
cystoma,  the  nature  and  development  of  such  cysts  are 
understood,  as  are  the  consequence  of  their  rotation  and 
the  causes  of  their  suppuration.  The  rarer  forms  of  disease,, 
fibroma,  myoma,  sarcoma,  endothelioma,  papilloma,  gyroma, 
and  angiosarcoma  of  the  ovaries,  have  been  recognised,, 
laboriously  investigated,  and  described.  Further,  the  clinical 
signs  and  symptoms  of  these  diseases  have  been  recorded. 

It  is  due  to  Dr.  Mary  Dixon  Jones,  of  Brooklyn,  to 
acknowledge  the  admirable  original  work  she  has  done  in 
the  field  of  pathology.  Her  researches  into  the  nature  of 
endothelioma  of  the  ovaries,  sarcoma,  and  the  origin  of 
cancer  in  the  connective  tissue  have  been  of  the  highest 
order. 


*  Sanger,  Central  fur  Gyn,^  Bd.  xiii.  1889.  "  Verhandl.  des  Deutschen 
fur  Gyn."  Arch,  fur  Gyn,^  Band  Ixiv.  Meyer,  Arch,  fur  Gyn.y  Band 
xxxiiL  Whitridge  Williams,  Arch,  fur  Gyn.,  1888,  xxxiii.,  53.  (For 
Bibliography,  see  "Diseases  of  Women,  and  Uterine  Therapeutics/*^ 
Author,  7th  Ed.  p.  511-) 
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The  cystic  degenerations  in  ovaritis,  whether  as  affecting 
the  follicles  or  the  stroma,  are  among  the  most  interesting 
of  the  pathological  developments.  This  applies  to  hydro- 
cystic,  hcemato-cystic  or  apoplectiform  and  pyo-cystic  ovar- 
itis. It  would  be  unjust  here  if  I  did  not  mention  the 
names  of  Bland  Sutton  and  Alban  Doran,  of  this  country  ; 
Nagel,  Gusserow,  Olshausen  and  Petit,  abroad,  for  the  work 
they  have  done  in  the  elucidation  of  these  diseases. 

Nowhere  has  the  progress  of  pathological  gynaecology 
been  more  marked  than  in  the  instance  of  the  Fallopian 
tubes.  This  progress  has  brought  us  a  complete  systematic 
classification  of  the  diseases  of  these  structures,  acquaintance 
with  the  nature  and  consequences  of  their  bacteriological 
invasion  by  pathogenic  and  non-pathogenic  organisms,  the 
far-reaching  gonorrhceal  infection,  the  effects  of  closure  of 
the  Fallopian  ostia.  The  correlations  between  metritis, 
perimetritis,  salpingitis  and  ovaritis  in  their  causation  and 
consequences  have  led  to  a  clearer  understanding  of  the 
development  and  course  of  pelvic'  suppurations  generally, 
and  enforced  the  need  for  early  interference.  Perhaps  the 
most  practical  issues  have  resulted  from  the  pathological 
evidences  which  prove  that  the  conditions,  metritis,  peri- 
metritis, and  salpingitis,  are  frequently  correlated  or  con- 
sequent upon  each  other,  and  are  associated  and  concurrent. 
The  entire  pathology  of  salpingitis  has  so  advanced  as  to 
enable  us  to  co-ordinate  and  differentiate  the  varieties  of 
tubal  inflammation,  depending  upon  the  anatomical  location 
of  the  inflammation,  whether  on  the  mucous  lining,  as  in 
endosalpingitis,  in  the  mucous  and  muscular  layers,  as  in 
parenchymatous  salpingitis,  or  mainly  in  connective  tissue 
development,  leading  to  the  obliteration  of  the  muscular 
tissue  and  vessels,  as  in  chronic  atrophic  salpingitis. 

The  relation  of  hydro-salpinx  to  a  salpingitis  arrested  in 
its  serous  stage,  and  the  pathological  differences  between 
ordinary  haemato-salpinx,  and  tubal  apoplexy,  and  haemato- 
cystic  haemorrhage,  have  come  to  be  understood,  while 
the    causation   of    pyosalpinx,    and    its    secondary  conse- 
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quences  in  adhesions  or  rupture,  have  been  demonstrated 
through  a  mass  of  pathological  evidence.  Tubercle  of 
the  Fallopian  tube  is  kno^^p  to  be  of  more  frequent  occur- 
rence than  was  suspected,  and  the  interesting  fact,  em- 
phasised by  Alban  Doran,  has  to  be  remembered — that 
tubercle  of  the  adnexa  in  young  persons  and  virgins 
is  not  so  uncommon  a  cause  of  obstinate  and  prolonged 
uterine  vaginal  discharges.  It  is  accompanied  by  local 
lesions,  such  as  erosion  of  the  uterus  and  enlarged  and 
painful  ovaries.  Papilloma  and  primary  carcinoma  of  the 
Fallopian  tube  may  be  said  to  be  very  rare  conditions,  and 
William  Russell,  of  the  Johns  Hopkins  Hospital,  has  pub- 
lished a  case  of  an  enfarcted  hydatid,  in  which  the  pedicle 
of  the  cyst  was  rotated,  and  the  tube  twisted,  the  result 
being  an  enfarcted  Fallopian  tube,  associated  with  a  serous 
cyst.^  It  would  be  superfluous  to  refer  here  to  the  increase 
of  our  knowledge  with  regard  to  the  whole  subject  of  tubal 
pregnancy,  for  some  of  the  most  valuable  of  all  the  commu- 
nications which  have  appeared  on  this  subject,  dealing  with 
the  etiology,  pathology,  and  treatment  of  ectopic  gestation, 
have  been  contributed  from  time  to  time  by  Fellows  of  this 
Society,  not  the  least  important  being  that  one  recently  read 
by  our  late  President,  Mr.  Mayo  Robson.  Without  entering 
into  certain  controversial  points,  we  now  know  how  difficult 
it  is  in  some  instances  to  pronounce  between  some  cases  of 
tubal  apoplex}'  and  intra-Iigamentary  haemorrhage,  resulting 
in  broad  ligament  blood  sacs  and  tubal  distensions  of  blood, 
in  short,  cases  of  haemato-cystic  haemorrhage  and  ectopic 
gestation  in  which  no  mole  can  be  discovered.  But  I  must 
not  delay  over  this  interesting  subject,  and  only  remark  in 
regard  to  it,  that  both  the  pathology  and  clinical  history  of 
ectopic  gestation  converge  to  this  practical  teaching — that 
when  we  are  convinced  that  a  woman  is  suffering  from  a 
tubal  or  broad  ligament  pregnancy,  operation  should  be 
resorted  to  without  delay.     In  regard  to  all  this  pathological 

'  Johns  Hopkins  Hospital  Bulletin,  1894,  p.  12. 
VOL.   XIV. — NO.   53.  2 
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and  clinical  advance,  it  is  only  common  justice  to  mention 
in  connection  with  it  in  this  country  the  names  of  Lawson 
Tait,  Alban  Doran,  Bland  Sutton,  and  Cullingworth. 

Nor,  if  time  permitted,  would  it  be  difficult  to  show  that 
in  regard  to  the  urinary  organs,  as  well  as  the  external 
organs  of  generation,  important  pathological  advances  have 
been  made.  Let  me  give  a  few  examples  of  this  in  the  case 
of  the  latter.  Light  has  been  thrown  on  the  pathology  of 
vaginismus  and  its  causation,  different  tumours  of  the  clitoris 
have  been  described,  the  various  forms  of  pruritus  have 
been  pathologically  differentiated.  J.  C.  Webster  in  this 
country,  and  Sanger  abroad — ^the  former  by  his  researches 
into  the  nervous  nature  of  the  disease,  the  latter  by  analysing 
its  endogenous  and  exogenous  causes,  and  by  his  advocacy 
of  operation  in  obstinate  cases  by  removal  of  the  labia  and 
clitoris  (a  step  which  has  been  followed  with  success  by 
many  other  distinguished  surgeons),  have  done  valuable 
service.  The  important  affection — ^abscess  in  the  urethero- 
vaginal  septum — has  been,  both  as  regards  its  etiology  and 
pathology,  carefully  described  by  Cullen.  The  relation 
between  it  and  cystic  glandular,  lacunar,  and  diverticular 
conditions,  derived  from  either  the  remains  of  Gartner's 
ducts  in  the  vaginal  septum,  abnormal  states  of  Skene's 
tubules  within  the  urethral  orifice,  arrested  urethral  concre- 
tions, or  traumatisms  occurring  during  delivery  have  been 
demonstrated.  The  abscess  sac  varies  both  as  to  the  nature 
of  its  walls  and  the  character  of  its  contents. 

Much  as  I  may  desire,  I  cannot  delay  to  refer  to  many 
other  interesting  pathological  advances  that  have  been  made 
in  regard  to  the  external  organs  of  generation,  but  before 
summarising  a  few  of  the  more  important  of  the  recent 
operative  improvements  in  gynaecology,  I  must  just  briefly 
draw  your  attention  to  the  assistance  we  have  received  at 
the  hands  of  the  bacteriologists  in  tracing  out  the  influence 
of  germs  in  determining  the  character  and  progress  of 
certain  diseases.  These  influences  have  been  clearly  traced 
out  in  the  case  of  puerperal  septic  processes,  which   are 
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originated  by  pathogenic  organisms,  pyogenes,  and  sapro- 
phytes, these  being  associated  with  purulent  discharges,  in 
which   streptococcus    and  staphylococcus  are  discovered. 
The  merismopedia  gonorrhoea,  the  gonococcus  of  gonor- 
rhoea, is  frequently  found  in  inflammations  of  the  endo- 
metrium and  adnexa,  and  the  tubercle  bacillus  in  tubercular 
inflammation,  both  of  the  uterus  and  tubes. ^     Laplace's 
experiments  in  Koch's  laboratory  have  shown  that  in  the 
normal  endometrium  of  the  uterus  are  numbers  of  micro- 
<:)rganisms,  some  of  which  have  poisonous  effects  on  guinea- 
pigs,  and  which  are  enormously  increased  in  inflammatory 
states,  while  in  chronic  endometritis  infectious  organisms 
are    found,    frequently    gonorrhoeal,    invading    both    the 
epithelium  and  fibrous  tissue.    The  method  of  invasion  in 
enormous  quantities  by  micro-organisms  of  the  endome- 
trium and  subjacent  tissues,  and  their  subsequent  develop- 
ment in  these,  as  well  as  the  secondary  production   of 
irritants  and  ptomaines,  consequent  upon   serum  decom- 
position, and  the  resulting  tissue  metamorphosis,  are  now 
clearly  comprehended.    The  rational  treatment  by  curettage 
has  followed.    Such  curettage  results  in  the  formation  of 
a  new  endometrium,  free  from  pathogenic  organisms,  and 
normal  in  character,  within  a  period  of  from  eight  to  ten 
weeks.     But  it  must  be  remembered  that  Hartman,*  Morax, 
and  Schmidt  have  shown  that  acute  aseptic  peritonitis  may 
occur,  and  no  micro-organisms  be  discovered  in  the  sero- 
fibrinous exudation.  •  This  also  is  true  of  simple   inflam- 
matory conditions  of  the  adnexa,  though  in  by  far  the  larger 
number  of  cases  of  pyosalpinx,  streptococci  and  gonococci 
are  found,  as  well  as  the  bacterium  coli,  the  staphylococcus, 
the  bacillus  of  tubercle,  and  the  cladothrix  of  actinomycosis. 
Not    without    interest,  as    bearing  on    the    subject  of 
microbal  infection,  are  the  investigations    of    Stroganoff, 


^  Amer.Jour.  Med,  Sci.^  Oct.,  1892. 

'"Anal.  Gynaecol.,"  xlv.,  p.  193,  1894  ;  Schmidt's  "  Jahrbiicher,"  Band 
244,  1894;  Rev,  de  Chir,,  p.  343,  1894. 
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Gow,  and  Willis,  which  tend  to  show  that  in  the  vaginal 
normal  mucous  are  non-pathogenic  microbes  which  are 
hostile  to  the  pathogenic  species,  and  that  these  latter  in 
the  natural  and  healthy  state  do  not  exist  in  the  cervix 
uteri.  Hence  the  cervical  secretion  containing  the  bacilli 
vaginae  is  distinctly  protective.  Lastly,  it  has  been  proved 
abundantly  by  pathological  investigations  at  the  hands  of 
the  ablest  observers  in  different  parts  of  the  world,  that 
foremost  amongst  the  different  causes  of  death  after 
operations  on  the  pelvic  organs,  abdominal  and  vaginal, 
exceeding  by  far  numerically  all  immediate  or  secondary 
consequences  arising  from  operative  shock,  is  septic  infec- 
tion originating  in  some  part  of  the  operated  tract,  and  that 
this  infection  is  due  to  septic  organisms  which  have  been 
either  introduced  through  carelessness  before,  during,  or 
after  operation.  Perhaps  there  is  no  more  serious  reflec- 
tion for  the  operating  gynaecologist  than  that  which  this 
last  fact  enforces.  The  predisposing  influences  of  an 
exhausted  vitality,  and  of  shock,  in  producing  septic  condi- 
tions it  is  well  to  remember.  The  question  has  not  without 
reason  been  raised,  "  Is  not  impending  death  often  the 
forerunner  of  septicaemia,  rather  than  septicaemia  the  cause 
•of  death?" 

When  I  leave  these  histological  and  pathological  con- 
siderations, and  approach  the  subject  of  operative  gynae- 
cology, and  try  to  answer  the  question  : — "  What  is  the 
position  of  the  gynaecological  surgeon  of  to-day  as  com- 
pared with  one  of  ten  years  since  ? "  I  feel  that  the  time 
at  my  disposal  is  utterly  inadequate  for  a  sufficient  reply  to 
it.  Two  inestimable  gifts,  both  having  their  origin  in  the 
:sister  science  of  chemistry,  have  enabled  the  surgeon  of 
to-day  to  attempt  and  successfully  carry  out  those  feats  of 
abdominal  and  pelvic  surgery,  of  which  he  is  naturally 
proud.  But  he  must  remember  that  without  anaesthesia 
and  asepsis  his  methods  would  be  impossible,  and  his 
results  very  different  to  what  they  are.  The  most  brilliant 
manipulator  alive  must  feel  that  he  can  never  repay  the 
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anaesthetist  for  his  coolness  and  skill,  qualities  which  in 
many  of  the  prolonged  operations  in  abdominal  surgery  are 
tested  to  the  utmost. 

On  the  other  hand,  none  have  brought  the  antiseptic 
and  aseptic  methods  to  greater  degree  of  perfection  than 
the  gynaecologists.  Anaesthesia  enables  us  to  perform,  anti- 
sepsis and  asepsis  to  reap  the  full  reward  of  our  labour. 
The  dual  gospel  of  antisepsis  and  asepsis,  taught  not  in 
parables  but  by  demonstration,  made  straight  the  path  for 
the  gynaecology  of  to-day. 

Before,  even  in  some  imperfect  way,  endeavouring  to 
group  together  a  few  of  the  most  brilliant  of  the  operative 
procedures  at  present  practised,  I  wish  to  make  one  or  two 
remarks  on  the  part  that  has  been  played  by  conservative 
gynaecologists  in  the  evolution  of  the  surgery  of  their  art. 
Proud  of  achievements,  fascinated  by  successes,  emboldened 
by  dexterity,  encouraged  by  results,  and  flattered  by  con- 
gratulations, there  is  a  great  danger  of  enthusiasm  overstep- 
ping judgment,  and  impulse  substituting  reflection.  As 
human  nature  furnishes  to  the  ranks  of  our  profession,  as 
to  every  other  calling,  a  certain  proportion  of  those  whom 
Ruskin  calls  "  the  fee-first  men,"  another  possible  influence, 
tending  to  turn  the  balance  in  favour  of  operation,  cannot 
be  omitted.  All  honour  to  those,  then,  who,  during  the 
leaps  and  bounds  with  which  the  surgery  of  the  pelvic 
organs  of  women  has  advanced,  have  acted  as  a  modifying 
and  restraining  force  on  others  whose  ingenuity,  dexterity, 
and  enthusiasm  may  have  prompted  them  to  an  excess  of 
zeal.  There  has  possibly  been  a  natural,  but  none  the  less 
unworthy,  tendency  to  explain  the  scepticism  and  caution 
of  some  gynaecologists  as  being  due  to  a  jealousy  on  their 
part,  arising  out  of  an  inability  to  do  that  which  bolder 
spirits  ventured,  and  with  success,  to  accomplish.  This 
may  have  been  so  in  many  instances.  Timidity  and  incom- 
petence are  often  cloaked  by  an  assumption  of  virtuous 
philanthropy.  There  is  nothing  easier  than  a  simulation 
of   indignation,  and  the  imputation  of  motives,  when  we 
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wish  to  denounce  another  for  that  which  we  cannot  dii 
ourselves.  While,  however,  this  is  so,  I  think  that  the 
most  unbiassed  and  impartial  observers  of  the  evolution  of 
uterine  surgery  must  admit  the  incalculable  service  which 
has  been  rendered  to  it  by  the  vigorous  criticisms — nay, 
even  the  hostile  denunciations — of  independent  and  honest 
opponents.  I  think  that  one  of  the  results  of  such  criticism 
is  to  be  seen  in  the  various  conservative  steps  which  later 
years  have  developed  in  the  endeavour  to  isolate  and  pre- 
serve partially  disordered  organs  and  healthy  parts,  so  as  to 
secure  to  the  woman,  when  possible,  the  permanent  dis- 
charge of  her  generative  functions.  Such  conservative 
surgery  is  best  seen  in  salpingostomy,  an  operation  which 
we  owe  to  Skutch,  of  Jena ;  salpingorrhaphy,  with  which 
the  names  of  Pozzi  and  Martin  are  associated  ;  resection  of 
the  ovaries,  which  Polk,  Martin,  and  Pozzi  have  been 
amongst  the  earliest  to  advocate.  In  the  operation  of 
curettage,  properly  performed,  we  have  one  of  the  most 
conservative  of  all  modern  uterine  operations,  and  in  that 
of  colpotomy,  with  ablation  of  the  cervix,  and  resection  of 
the  exposed  and  cystic  ovaries,  as  performed  by  A.  Martin, 
we  recall  another  procedure,  anticipatory  of  more  serious 
uterine  disease,  yet  conservative  of  the  adnexa. 

In  the  treatment  of  pelvic  suppuration,  by  drainage 
through  the  abdominal  or  vaginal  wall  and  other  conserva- 
tive operative  treatment ;  in  the  control  of  uterine  haemor- 
rhage from  fibro-myomata,  by  ligature  of  the  uterine  arteries, 
as  proposed  by  Robinson  and  Martin,  of  Chicago ;  in 
mymomectomy  and  in  the  various  procedures  that  are 
included  under  the  general  head  of  electric  therapeutics, 
and  in  connection  with  which  the  names  of  Cutter,  Tripier, 
Apostoli,  and  Keith  are  so  familiar,  we  have  proofs  of  the 
desire  to  afford  relief  and  safety  to  the  woman  without  resort 
to  extreme  and  radical  measures. 

Without  quoting  the  exact  dicta  of  various  eminent 
gynaecologists,  French,  German,  American,  and  British,  I 
can  safely  here  assert,  that  the  consensus  of  opinion  of  all 
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may  thus  be  expressed :  that  the  adnexa  should  not  be 
totally  removed  from  any  woman,  single  or  married,  within 
the  generative  epoch  of  her  life,  unless  there  be  present  in 
some  portion  of  them  disease  of  such  a  nature  as  to  render 
it  a  source  of  danger  to  her  life,  or  to  make  her  miserable, 
and  to  be  of  so  extensive  or  irremediable  a  nature  as  to  make 
it  impossible  to  remove  the  disease  without  mutilating  the 
woman. 

So  far  as  this  Society  is  concerned,  there  has  been  no 
champion  of  the  conservative  surgery  of  the  adnexa  more 
persistent  and  consistent  in  the  advocacy  of  the  motto 
festina  lenie  in  the  surgery  of  the  adnexa  than  Dr.  Charles 
Routh. 

What  then  are  the  most  solid  and  permanent  advances 
made  in  the  operative  field  of  gynaecology  within  the  last 
few  years  ?  I  will  name  only  a  few  of  the  nlost  prominent. 
And  first,  I  would  refer  to  that  group  of  operative  procedures 
for  raising  and  fixing  the  uterus  in  cases  of  backward  dis- 
placement. The  name  of  a  distinguished  Fellow  of  this 
Society  will  always  be  associated  with  the  operation  of  per- 
manent replacement  of  the  uterus  by  the  shortening  of  its 
round  ligaments,  namely.  Dr.  Alexander,  of  Liverpool. 
Though  the  technique  of  the  operation  has  been  varied  by 
different  operators,  such  as  Kocher  of  Berne,  Parker  of 
Chicago,  and  Mund6  of  New  York,  and  others,  still  the 
principle  is  the  same.  "Alexander's  operation"  has  been 
now  performed  many  thousand  times,  and  has  still  its  warm 
advocates  both  on  the  Continent  and  in  America,  as  also 
in  this  country.  It  must  be  acknowledged  that  there  is 
something  to  be  said  for  the  objections  of  its  opponents : 
the  tendency  to  recurrence,  and  chances  of  failure,  and  the 
more  remote  possibility  of  hernia.  Much  must  depend  on 
the  degree  of  retroversion,  the  presence  of  other  complica- 
tions, and  the  existence  of  adhesions.  As  an  alternative 
step  between  the  wearing  of  a  support,  and  hysterorrhaphy 
in  suitable  cases,  it  has  its  obvious  advantages.     Next,^  we 

*  Journal  Amer,  Med,  Ass,,  December  21,  1895. 
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have  Howard  Kelley's  operation  of  "suspension  of  the 
uterus,"  by  stitching  its  posterior  face  below  the  fundus  to 
the  peritoneum  and  sub-peritoneal  fascia.  Here  we  have 
the  advantage  of  being  able  to  remove  the  tubes  and  ovaries, 
if  diseased,  at  the  same  time  as  the  suspension  is  aflFected. 
There  is  the  indirect  fixation  of  Koeberle,  the  operation  of 
"  direct  lateral  fixation  "  of  the  uterine  body  (the  sutures  of 
crin  de  Florence  being  carried  through  the  borders  of  the 
uterus),  and  the  operation  of  direct  mesial  fixation  of  the 
fundus  (as  performed  by  Leopold  and  Czerny),  in  which  the 
latter  is  fixed  to  the  abdominal  wall,  the  uterine  tissue  being 
penetrated  anteriorly.  In  these  operations  there  is  the 
advantage  of  the  avoidance  of  buried  sutures.  Czerny  does 
not,  however,  include  the  integument  in  his  operation. 
Terrier  also  avoids  the  subcutaneous  tissue  and  skin.  Pozzi 
fixes  the  fundus  of  the  uterus  to  the  abdominal  walls,  in  a 
spiral  manner,  also  avoiding  the  skin  and  subcutaneous 
fascia.  An  ingenious  modification  of  Olshausen's  and 
Sanger's  operation  was  brought  before  this  Society  by  the 
late  and  present  Editors  of  our  Journal,  a  few  years  since. 
Next,  we  have  the  different  methods  of  vagino-fixation  as 
practised  by  Mackenrodt  and  others.  In  Mackenrodt's 
operation  the  posterior  surface  of  the  bladder  is  stitched  to 
the  front  of  the  uterus.  There  is  also  the  operation  per- 
formed with  such  success  by  our  honorary  Fellow,  Martin,  of 
Berlin,  in  which,  by  colpotomy,  the  uterus,  having  been 
drawn  forward,  and  the  adnexa,  if  diseased,  resected  or 
removed,  the  former  is  fixed  to  the  vagina,  the  peritoneum 
and  the  mesian  incision  into  the  vagina  being  accurately 
closed.  This  is  a  typically  perfect  operation,  and  of  its 
kind  associated  with  the  least  risk.  And,  lastly,  there  is  the 
extra-peritoneal  vagino-fixation  of  Mliller,  the  technique  of 
which  has  been  so  admirably  described  in  the  Journal  of  the 
Society  by  Mr.  Edge.^ 

Reviewing  these  operations,  the  first  remark  which  has 

>  British  Gynaecological  Journal,  August,  1896. 
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to  be  made  is,  that  a  large  number  of  cases  of  retroversion 
of  the  uterus,  with  or  without  flexion,  may  be  cured,  with 
patience,  by  manipulation,  properly  applied  supports,  and 
attention  to  the  postural  cure.  And  I  think,  in  most  cases, 
such  methods  should  be  tried  before  resorting  to  any  opera- 
tion. But  much  must  depend,  not  only  upon  the  position 
in  life  of  the  patient,  but  upon  other  circumstances  and 
surroundings  of  the  case.  The  risks  of  operation  are  so 
slight,  and  the  advantages  of  successful  interference  so 
great,  that  we  are  more  and  more  coming  to  the  abandon- 
ment of  pessaries,  and  the  resort  to  operation.  Of  Alexander's 
operation  there  is  this  to  be  said  in  its  favour :  there  is 
the  avoidance  of  the  risk  of  miscarriage,  and  of  interference 
with  labour.  In  choosing  between  all  the  others,  I  am 
inclined  to  select,  of  the  abdominal  methods,  Howard  Kelly's 
suspension  and  Martin's  vagino-fixation.^ 

We  pass  by,  as  there  is  not  time  to  refer  to  them,  the 
\-arious  ingenious  operations  for  the  cure  of  deficient  or 
absent  perineum,  for  cystocele  and  rectocele,  ascribing, 
however,  that  meed  of  praise,  which  is  his  due,  to  Mr.  Tait 
for  his  colpo-perineo-plastic  operation.  The  operations  of 
Reamy,  Doleris,  and  Martin  are  also  largely  practised.  With 
regard  to  the  radical  measure  of  extirpation  of  the  uterus 
and  colporrhaphy  for  total  prolapse,  I  will  only  say  that,  in 
ray  opinion,  colporrhaphy  and  abdominal  fixation  of  the 
uterus  should  be  first  tried  before  resort  is  made  to  so 
radical  a  step.  The  direct  danger  seems  to  me  to  be 
greater  to  the  patient  than  the  consequences  of  the  condi- 
tion it  is  carried  out  to  relieve.  One  of  the  first  prohibitory 
axioms  of  surgery  is  violated. 

Another  great  advance  has  been  made  in  the  treatment 
of  pelvic  suppurations  by  operative  interference.  It  is  still 
a  vexed  question  as  to  the  best  'method  of  reaching  and 
removing  the  diseased  adnexa,  whether  by  the  abdominal 
or    vaginal    way,    that    is,    by   celio    or    vagino-salpingo- 

*  British  GvNiEcoLOGiCAL  Journal,  February,  1897. 
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oophorectomy.  Pean,  Second,  Doyen,  and  E.  Landau  are 
advocates  for  the  operation  through  the  vagina,  and  Polk, 
Delageniere,  Schauta,  Bardenhauer,  Kelly,  and  Sanger 
practise  the  radical  abdominal  operation,  the  two  latter 
combining  it  with  supra-vaginal  hysterectomy.  Professor 
E.  Landau  performs  an  abdomino-vaginal  complete  radical 
operation.  The  drainage  in  these  cases  may  be  maintained 
either  from  Douglas  through  the  abdominal  wound,  or  by 
the  vagina.  The  important  point  to  note  here  is,  that  all 
these  surgeons  whose  accumulated  experiences  lend  to  their 
opinions  the  greatest  weight,  are  agreed  upon  the  necessity 
for  radical  operative  measures  where  we  have  formidable 
suppurative  states  of  the  adnexa.  The  extent  and  magni- 
tude of  the  operations  must  always  depend  upon  the  features 
of  the  individual  case,  and  the  same  remark  applies  to  the 
method  and  technique  of  the  operation,  whether  vaginal, 
abdominal  or  combined.  While  this  address  was  being 
written,  the  renowned  P^an  passed  away.  Few  names  are 
there  which  commanded  so  wide  admiration,  none  was 
better  known  than  his. 

We  now  turn  to  another  branch  of  uterine  surgery, 
namely,  that  of  uterine  fibromata.  The  magnitude  of  the 
subject,  both  in  regard  to  its  gradual  evolution,  the  develop- 
ment of  the  different  methods  of  performing  hysterectomy 
and  pan-hysterectomy,  and  the  clinical  correlations  which 
must  influence  an  operator  in  selecting  this  or  that  method, 
would  almost  incline  one  to  pass  it  over  in  silence  in  such 
an  address  as  this.  Last  year,  in  the  Journal  of  the  Society, 
Dr.  Charles  Noble,  of  John  Hopkins  Hospital,  contributed 
a  most  complete  survey  of  the  progressive  development  of 
hysterectomy  in  all  its  methods.  Still,  we  have  distinguished 
advocates  of  extra-peritoneal-celio-hysterectomy  after  Hegar's 
method,  with  different  modes  of  treating  the  pedicle,  and 
equally  distinguished  surgeons  pursuing  the  intra-peritoneal- 
celio-hysterectomy  of  Schroeder,  with  different  ways  of 
treating  the  pedicle  and  the  uterine  cavity  if  opened.  Then 
we   have  the   coelio-vaginal-pan-hysterectomy   of    Barden- 
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hauer  and  Martin,  Doyen's  celio-vaginal-hysterectomy  (the 
former  rely  upon  ligature,  and  the  latter  up  to  a  recent 
period  employed  the  clamp  for  the  arrest  of  haemor- 
rhage), Jessett's  pan-hysterectomy,  which  is  also  a  celio- 
x-aginal  ligature  operation,  performed  by  the  aid  of  his 
bivalve  obturator.  Then  there  are  the  methods  of  Zweifel 
and  Baer,  which  are  both  intra-peritoneal  methods,  and 
the  mixed  method  of  Wolflfer-Hacker  and  Sanger,  in  which 
the  pedicle,  covered  with  peritoneum,  is  attached  to  the 
abdominal  wall,  and  the  latter  closed,  with  or  without 
drainage.  For  special  cases  there  are  the  operations  of 
myomectomy,  morcellement,  and  decortication,  the  last 
being  specially  applicable  to  tumours  of  the  broad  ligaments. 
There  is  also  LeBec's  ccelio-vaginal  operation,  described  at 
the  British  Medical  Association  meeting  of  1896,  which  he 
advocated  for  those  difficult  cases  of  fibroma  complicating 
cancer.  The  operation  of  salpingo-oophorectomy  stands 
by  itself  as  an  alternative  step  in  the  treatment  of  fibro- 
myomata  of  a  certain  size  and  character. 

The  last  great  advance  in  hysterectomy  has  certainly 
been  made  by  Doyen  in  his  coelio-vaginal-pan-hysterectomy, 
in  which  no  haemostatic  forceps  or  clamps  are  employed, 
the  uterus  being  delivered  without  any  haemostasis  by  clamp, 
the  thumb  and  fingers  of  the  assistant  and  surgeon  being 
used  to  control  the  vascular  connections,  and  the  various 
vessels  being  finally  secured  with  -ligatures.  A  description 
of  the  entire  technique  of  this  brilliant  operative  procedure 
will  be  found  in  Doyen's  Technique  Chirurgical,  recently 
published^  {vide  review,  p.  133). 

The  following  are,  I  think,  the  more  settled  points  with 
regard  to  the  surgery  of  myo-fibromata.  The  use  of  the 
serre-noeud  and  clamp  is  becoming  a  thing  of  the  past. 
Each  variety  of  tumour  may  present  in  its  individual  features 
a  special  method  of  operation,  adapted  to  its  peculiar  and 
inherent  difi&culties  in  removal.     No  hard  and  fast  line  can 
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be  drawn,  nor,  in  reality,  can  any  rule  sufficiently  broad  be 
fixed  for  the  removal  of  fibromata  of  the  uterus  and  adnexa. 
The  condition  of  the  patient,  the  experience  and  relative 
dexterity  of  the  operator,  the  size,  position,  and  complica- 
tions of  the  growth,  are  so  many  determining  forces  acting 
on  the  mind  of  the  surgeon,  free  from  the  influence  of  fads 
and  bias,  which  will  determine  him  to  adopt  that  line  of 
procedure  most  calculated  to  save  the  life  of  his  patient.  In 
the  cases  suitable  for  it  I  cannot  conceive  a  more  perfect 
operation  than  a  well-executed  intra-peritoneal  hysterectomy. 
In  leaving  this  subject  of  myomata,  it  would  be  an  injustice 
in  any  address  to  omit  mentioning  the  splendid  manipulative 
work  which  has  been  done  in  this  field  in  this  country  by 
Keith,  Lawson  Tait,  Bantock,  Heywood  Smith,  Taylor,  of 
Birmingham,  the  late  Greig  Smith,  and  others. 

Turning  now,  for  one  moment,  to  the  surgery  of  cancer 
of  the  uterus,  let  me  summarise  in  a  few  sentences  the 
conclusions  which,  it  appears  to  me,  have  been  arrived  at 
by  the  majority  of  modern  gynaecologists.  Cancer  once 
determined  upon  in  any  part  of  the  uterus,  when  operation 
is  feasible,  is  best  treated  by  hysterectomy.  The  vaginal 
method  offers  for  the  great  majority  of  cases  the  safest  and 
best  method  of  removal.  The  celio-vaginal  method  may 
have  to  be  adopted  in  certain  cases  complicating  tumour, 
from  the  large  size  of  the  latter.  The  operator  has  his 
choice  of  methods.  The  clamp  procedures  of  Pdan,  Doyen, 
and  Landau,  or  the  ligature,  as  practised  by  such  men  as 
Martin  and  Olshausen,  most  of  our  English  surgeons,  and 
the  American  school.  In  Ireland  both  the  clamp  and  the 
ligature  are  used.  Much  has  been  said  of  hysterectomy  or 
pan-hysterectomy.  Surely  the  choice  will  depend  upon  the 
extent  and  spread  of  the  disease.  Nothing  I  have  said  here 
is  to  be  taken  as  depreciating  the  many  other  valuable 
modes  of  treatment  for  cancer  or  sarcoma  where  operation 
is  not  feasible. 

The  surgery  of  ectopic  gestation  may  almost  be  con- 
densed into  a  sentence.     Operation  is  the  treatment  when 
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once  it  is  determined  that  tubal  or  broad  ligament  pregnancy 
is  present.  This  I  believe  to  be  alike  the  safest  action  for 
the  surgeon  to  follow,  as  it  is,  on  every  ground,  the  practice 
most  likely  to  save  the  life  of  the  woman. 

Appertaining  as  much  to  general  surgery  as  to  gynae- 
cology, are  all  the  modern  advances  in  the  treatment  of 
renal  diseases,  but  it  would  be  an  incomplete  sketch  of  this 
subject  if  no  reference  were  made  to  the  ingenious  methods 
of  Howard  Kelly  of  catheterisation  and  exploration  of  the 
ureters,  and  the  surgical  treatment  of  hydro-ureter  and  pyo- 
ureter,  stricture,  impacted  calculus  and  fistula,  together  with 
his  operations  of  ureterotomy  and  uretero-ureterostomy. 

I  have  thus  endeavoured,  though  most  imperfectly,  to 
dot  out  over  the  gynaecological  map  the  main  out-posts,  as 
well  as  the  settled  positions  occupied  by  the  surgeons  of 
to-day.  Could  we  but  take  up  a  corresponding  map  of  ten 
years  since,  how  great  would  be  the  difference,  how  many 
the  blanks,  now  well  covered  by  the  reports  of  successful 
investigations  and  solid  progress.  Were  we  to  go  still 
further  back,  and  examine  that  same  area  of  the  year  1878, 
we  should  find  no  w^ell-defined  landmarks,  no  very  solid 
acquisitions  in  the  regions  of  abdominal  and  pelvic  surgery, 
with  the  exception  of  ovariotomy.  Since  then  the  delimita- 
tions of  the  frontier  have  been  drawn  (not  but  that  occasion- 
ally gynaecologists  make  raids  into  the  hinterland),  and  we 
stand  to-day  in  an  unassailable  position,  holding,  yet  still 
cultivating  and  developing,  one  of  the  most  important 
departments  of  the  surgical  art. 

Mr.  F.  BOWREMAN  JESSETT  said  that  they  had  just  heard 
an  address,  one  of  the  most  classical  that  they  had  had 
before  the  Society.  The  range  of  subjects  was  considerable. 
They  had  been  conducted  from  the  clitoris  to  the  fimbriated 
extremities  of  the  tubes,  via  the  vagina  and  uterus  and  parts 
surrounding  them,  and  they  had  even  travelled  up  as  far  as 
the  kidney.  They  had  also  been  conducted  all  over  the 
world,  including  America,  the  Continent,  and  Japan ;  and 
indeed  the  address  might  be  looked  upon  as  an  epitome  of 
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gynaecology,  including  pathology  and  treatment.  He  thought 
they  could  not  do  better  than  pass  a  hearty  vote  of  thanks, 
which  he  would  move  in  the  following  terms :  "  That  the 
best  thanks  of  this  meeting  be  given  to  the  President  for  his 
interesting  address,  and  that  he  be  requested  to  allow  it  to 
be  printed  in  the  Journal  of  the  Society."  He  would  like 
to  add  one  word  about  country  members.  It  was  important 
that  in  a  Society  which  was  "  British  "  the  country  members 
should  be  encouraged  to  bring  their  work  before  the  meet- 
ings. They  had  a  large  area,  often  larger  than  that  of  the 
London  Fellows,  and  their  papers  and  *  specimens  were 
always  looked  forward  to  with  interest. 

Dr.  W.  Armstrong  (Buxton)  said  that  the  courtesy, 
energy,  and  enthusiasm  of  their  President  had  been  long 
known  to  them,  and  they  had  now  had  an  example  of  his 
wide  knowledge  of  gynaecological  progress  both  English 
and  foreign.  It  was  a  notable  fact  that  Dr.  Macnaughton- 
Jones  had  made  his  mark  in  other  branches  of  knowledge 
besides  gynaecology  ;  and  this  was  a  guarantee  that  he  would 
not  lead  the  Society  into  those  narrow  grooves  and  ruts 
which  were  the  bugbear  of  a  Society  of  specialists.  He  had 
much  pleasure  in  seconding  Mr.  Jessett's  motion. 

Mr.  Jessett  put  the  motion  to  the  meeting,  which 
received  it  with  enthusiasm. 

The  President  thanked  the  Fellows  for  their  vote  of 
thanks,  carried  so  unanimously  and  cordially.  He  had, 
perhaps,  characteristically  of  his  nationality,  omitted  to  state 
the  title  of  his  address,  which  was  "  The  Position  of  Gynae- 
cology To-day,"  thus  indeed  travelling  over  a  considerable 
area.  But  he  had  done  his  best  to  exaggerate  nothing,  and 
to  claim  no  more  for  the  Society  as  a  pioneer  of  modern 
gynaecology,  than  was  its  due.  One  other  omission  in  his 
address  he  wished  to  rectify,  by  pointing  out  the  important 
share  in  this  progress  which  was  due  to  one  of  their  own 
Fellows,  who  was  one  of  the  principal  founders  of  the 
British  Gynaecological  Society,  Dr.  Heywood  Smith. 
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CONVERSAZIONE. 

At  the  close  of  the  Ordinary  Meeting  of  the  Society  on 
February  lo,  a  conversazione  to  the  Fellows  was  given  by 
the  President,  Dr.  Macnaughton-Jones.  The  gathering  was 
a  large  and  representative  one,  over  one  hundred  Fellows 
and  visitors  being  present. 

On  the  stroke  of  ten,  the  Ordinary  Meeting  adjourned ; 
the  rows  of  chairs  were  cleared  away,  and  the  President  and 
Secretaries  on  the  platform  retired  in  favour  of  Ashton's 
Croatian  Orchestra.  Throi^hout  the  evening  the  following 
enjoyable  programme  of  music  was  listened  to  : — 

ASHTON'S  CROATIAN   ORCHESTRA. 


1. 

March 

"  Hoch  Hapsburg  " 

ATru/. 

2. 

Waltz 

"Adriatic" 

Brosch. 

i- 

Fantasie  ... 

..     "  Ein  Nacht  in  Wein »' 

Meyer. 

4- 

Czardas  W. 

•■                  ■••                •■•                «••                •■■                  ••■ 

Brahms. 

5- 

Waltz 

"NaobaUSave" 

Brosch, 

6. 

Descriptive 

"My  Dream" 

Brosch. 

7. 

Dance  (Croatian) 

"Kolo" 

Kuhcu. 

8. 

Polka 

.. ."  Von  Hcrzen  sam  Hergen  " 

Zichner. 

9. 

Pot  Pouri  ... 

"Opemschatx" 

Schmidt. 

la 

Waltz 

"  Lustige  Bruder  " 

...      Wallsvedt. 

II. 

Polka 

"Ambos" 

Redlick. 

12. 

March  (Croatian). 

"Sloga" 

JCUmemc. 

In  the  intervals  of  orchestral  music  Mr.  M.  B.  Spurr,  of 
the  Egyptian  Hall,  gave  several  humourous  recitations, 
songs,  and  sketches,  which  were  highly  appreciated,  his 
selections  being  as  follows  : — 


iai5  o'clock. 

^MJM  Vj  »•«                  •••                  ••• 

"Recipes" 

...         •  •  •            iipurr. 

ia35  o'clock. 

Recital      

"  Old  Mother  Hubbard  " 

■«.         •••            spurr. 

1 1.  ID  o'clock. 

Recital      

Musical  Sketch  ... 

"The  Turkish  Bath." 
"  How  we  Sing  " 

(By  special  request.) 

...         ...          spurr. 

11.35  o'clock. 

wONw ...             ...             ••• 

"  Quick  Work  " 

»%,         ...          spurr. 

The   conversazione    had  its  instructive  as  well  as  its 
recreative  side.     Thus,  in  the  small  room  at  the  right  of  the 
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corridor  Messrs.  Arnold  &  Soiis  had  an  exhibit  of  surgical 
instruments  of  interest  to  gynaecologists,  among  which  we 
noted  the  following  : — 

Orthman's  vulsellum  and  sound  combined.  Legond's 
automatic  self-retaining  abdominal  retractors.  Landau's 
hysterectomy  vaginal  retractor.  Self-retaining  douching 
sp)eculum  by  Auvard.  Doyen's  hysterectomy  clamp  forceps. 
Macnaughton-Jones'  glass  abdominal  retractor.  Macnaugh- 
ton  Jones'  aluminium  uterine  dilators.  Dr.  Donald's  flush- 
ing uterine  curette.  Aseptic  cabinet  for  Instruments  with 
two  plate  glass  shelves.  Various  forms  of  sterilisers. 
Doyen's  new  artery  forceps  and  needle-holder  combined, 
Intra-uterine  stems  by  Dr.  Duke.  Self-retaining  tenaculum 
by  Dr.  Duke.  Whisk  curette  by  Dr.  Duke.  Martin's 
colpotomy  retractors.  Landau's  clamp  forceps.  Doyen's 
sharp  drill  for  morcellement. 

In  the  same  room  Messrs.  Oppenheimer  showed  some 
therapeutic  remedies,  among  which  we  may  mention  the 
following  as  being  of  special  interest  to  gynaecologists  : — 

Liquor  Caulophyllin  et  Pulsatillae  Co. — Palatinoids  of  iron, 
quinine,  arsenic  and  nux  vomica.  (Dr.  Macnaughton-Jones' 
formula.)  Palatinoids  of  various  animal  tissues,  relating  to 
uterine  therapeutics.  Mammary  gland  palatinoids,  ovarian 
palatinoids,  &c.  Red  medulla  palatinoids.  Bipalatinoids  of 
ferrous  carbonate  with  red  medulla.  Bipalatinoids  of  ferrous 
carbonate  equivalent  to  i  and  2  Blaud's  pills,  bipalatinoids 
of  ferrous  carbonate  with  arseniate.  Palatinoids  of  perman- 
ganate of  potash  and  perchloride  of  mercury  for  making 
antiseptic  solutions.  Palatinoids  of  senecio  aureus,  5  grs. 
Palatinoids  of  cotarnin  hydrochloride,  and  palatinoids  of 
hydrastia  muriate,  as  prepared  for  Dr.  Macnaughton-Jones. 
Antistreptococcique  (Pasteur  Institute)  in  10  cc.  and  20  cc. 
vials.  Cream  of  malt  with  cod  liver  oil  and  hypophosphites. 
Aluminium  hypodermic  case. 

A  somewhat  unique  feature  was  the  exhibit  in  the  room 
of  the  Royal  Society  of  Literature  (kindly  lent  for  the  occa- 
sion) of  a  series  of  fifty-two  microscopical  specimens.     Dr. 
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Arthur  Giles,  one  of  the  honorary  secretaries,  had  charge  of 
this  exhibit,  and  several  well-known  pathologists  kindly  lent 
the  specimens,  viz.,  Mr.  J.  Bland  Sutton,  Dr.  T.  W.  Eden, 
and  Mr.  J.  H.  Targett,  besides  Dr.  Macnaughton-Jones  and 
Dr.  Giles.  A  copy  of  the  catalogue  of  these  specimens  may 
be  of  interest  to  our  readers.  (The  initials  in  brackets  are 
those  of  the  gentlemen  who  lent  the  specimens.) 

Fallopian  Tube. — (i)  Primary  tubercle  of  the  Fallopian 
tube  (H.M.-J.).  Obj.  i.  (2)  Congested  Fallopian  tube :  early 
haematosalpinx  (J.  H.  T.).  Obj.  ^.  (3)  Salpingitis.  Speci- 
men prepared  in  twelve  minutes,  by  Dr.  Pick,  Berlin 
(H.M.-J.).  Obj.  \,  (4)  Tubal  mole,  showing  chorionic 
villus  and  decidual  cells  (J.B.S.).  Obj.  ^.  (5)  Tubal  mole, 
showing  chorionic  villi  (T.W.E.).  Obj.  ^.  (6)  Section  of 
fallopian  tube  from  a  case  of  tubal  pregnancy  (T.W.E.). 
Obj.  i. 

Ovary. — (7)  Endothelioma  of  the  ovary  (H.  M.-J.).  Obj. 
i.  (8)  Sarcoma-endothelioma  of  the  ovary  (H.M.-J.).  Obj. 
\,  (9)  Papillary  cystoma  of  the  ovary  (H.M.-J.).  Obj.  \, 
(10)  Cirrhosis  of  the  ovary  (J.H.T.).  Obj.  \.  (11)  Tera- 
toma of  the  ovary  (J.H.T.).  Obj.  \.  (12)  Carcinoma  of  the 
ovary  (J.H.T.).  Obj.  J.  (13)  Longitudinal  section  of  tooth 
from  an  ovarian  dermoid  (J.B.S.).  Obj.  ^.  (14)  Transverse 
section  of  tooth  from  an  ovarian  dermoid  (J.B.S.).  Obj.  i. 
(15)  A  developing  tooth  from  an  ovarian  dermoid  (J.B.S.). 
Obj.  i. 

Uterus. — (16)  Uterine  mucosa  at  the  end  of  menstruation 
(A.E.G.).  Obj.  i.  (17)  Endometritis  hyperplastica 
(H.M.-J.).  Obj.  i.  (18)  Interstitial  endometritis  (T.W.E.). 
Obj.  i.  (19)  Haemorrhagic  endometritis  (J.H.T.).  Obj.  \. 
(20)  Acute  septic  metritis  (T.W.E.).  Obj.  \.  (21)  Adeno- 
matous disease  of  cervix  :  erosion  (T.W.E.).  Obj.  ^,  (22) 
Adenomatous  disease  of  cervix :  erosion  (A.E.G.).  Obj.  \. 
(23)  Adenoma  of  cervix  (H.M.-J.).  Obj.  ^.  (24)  Adenoma 
of  corpus  uteri,  longitudinal  section  (T.W.E.).  Obj.  ^,  (25) 
Adenoma  of  corpus  uteri,  transverse  section  (T.W.E.). 
Obj.  ^.     (26)  Adeno-carcinoma  of  cervix  (H.M.-J.).    Obj.  ^. 
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(27)  Carcinoma  of  the  portio  vaginalis  uteri,  showing 
"cancer  bodies"  (H.M.-J.).  Obj.  \.  (28)  Carcinoma  of 
the  cervix  (H.M.-J.).  Obj.  \.  (29)  Carcinoma  of  the  body 
of  the  uterus  (J.H.T.).  Obj.  \.  (30)  Sarcoma  of  the  uterus 
(J.H.T.).  Obj.  \,  (31)  Sarcoma  of  uterus  :  so-called 
deciduoma  malignum  (T.W.E.).  Obj.  ^.  (32)  Papillo- 
matous endometritis  (J.H.T.).  Obj.  \,  (33)  Giant  Cells 
from  sarcoma  of  bladder  (H.M.-J,).  Obj.  \.  (34)  Fibro- 
myoma  telangiectodes  uteri,  of  Virchow  (T.W.E.).  Obj.  \. 
(35)  Section  through  complete  ovum  of  six  weeks  (T.W.E.). 
Obj.  \.  (36)  Decidua  vera  in  situ ;  four  weeks'  gestation 
(T.W.E.).  Obj.  i.  (37)  Uterine  decidual  cast  from  a 
case  of  tubal  pregnancy  (T.W.E.).  Obj.  i.  (38)  Uterine 
decidual  cast  from  a  case  of  spurious  abortion  (T.W.E.). 
Obj.  i.  (39)  Early  abortion  (J.H.T.).  Obj.  i.  (40) 
Placenta,  showing  chorionic  villi  (H.M.-J.).  Obj.  ^.  (41) 
Placenta,  showing  villi  and  decidual  cells  (H.M.-J.)  Obj.  ^. 
(42)  Placental  polypus  (T.W.E.).    Obj.  ^. 

Vulva. — (43)  Section  of  an  imperforate  hymen  (J.H.T.). 
Obj.  i.  (44)  Epithelioma  of  the  clitoris  (A.E.G.).  Obj.  i- 
(45)  Bartholinian  gland  ;  section  through  the  end  of  the 
gland  (J.B.S.).  Obj.  ^.  (46)  Bartholinian  gland  ;  trans- 
verse section  through  the  duct  (J.B.S.).     Obj.  ^. 

Kidney. — (47)  Carcinoma  of  the  kidney  (H.M.-J.).    Obj.  i- 

Micro-organisms.  —  (48)    Gonococci    (J.B.S.).      3^   oil- 
immersion.      (49)  Cancer  bodies  (A.E.G.).    ^  oil-immer- 
sion.    (50)  Cancer  bodies,  spores  (A.E.G.).    ^^  oil-immer 
sion.    (51)  Streptococci  (J.H.T.).    rf^  oil-immersion.    (52) 
Bacillus  coli  communis  (J.H.T.).    ^  oil-immersion. 

In  the  Council  Room  refreshments  were  provided,  and 
to  these  due  justice  was  done. 

Lastly,  one  feature  of  the  conversazione,  which  did  not 
appear  on  the  programme,  except  as  far  as  it  was  embodied 
in  the  name  of  the  gathering,  was  the  pleasant  opportunity 
it  afforded  for  reunion  and  greetings  among  the  Fellows 
and  their  friends  from  many  parts  of  London  and  the 
provinces.  Shortly  before  midnight  a  very  enjoyable 
evening  was  brought  to  a  close. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Thursday,  March  10,  1898. 
Dr.  H.  MACNAUGHTON-JONES,  President  in  the  Chair. 

Present  :  58  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society  : — H.  J.  Hildige,  Pinner  ;  A.  W.  Howard,  Harrow ; 
C.  Z.  Pearson,  M.D.,  Cork  ;  G.  W.  H.  Gumming,  Torquay ; 
W.  J.  Tidy,  Clifton  ;  R.  Macartney,  Cinderford ;  T.  F. 
Devane,  Anerley ;  L.  S.  McManus,  St.  John's  Hill,  S.W. ; 
R.  M.  Madden,  Charing  Cross;    E.  S.  Pattison,  Fulham. 

The  following  were  nominated  for  the  Fellowship  : — 
R.  F.  Bakewell,  M.B.,  Fitzjohn's  Avenue,  N.W. ;  H.Disney, 
M.D.Dub.,  Chiswick ;  G.  A.  Gunton,  L.R.C.P.I.,  Chelsea ; 
T.  NeviUe,  M.D.Dub.,  Sloane  Street,  S.W.  ;  G.  Rice, 
M.D.Durh.,  Derby ;  P.  A.  Roden,  M.B.Aberd.,  Droitwich  ; 
E.  V.  Scott,  M.D.,  Brighton  ;  A.  Trower,  M.R.C.S.Eng., 
South  Kensington. 

Specimens. 

Three  Cases  of  Sarcoma  of  Ovary. 

Case  of  Cystic  Sarcoma  of  Ovary — Operation — Recovery. 

Under  the  care  of  Mr.  Bowreman  Jessett. 

M.  H.,  aged  53,  was  admitted  into  the  Cancer  Hospital 
on  November  8,  1897. 

Previous  History. — Menstruation  commenced  very  early, 
at  11^  years;  periods  lasted  from  twelve  to  fourteen  days. 
Quite  regular,  but  always  suffered  from  intense  pain  at  the 
time.  Patient  is  a  single  woman  and  she  suffered  as  above 
until  the  age  of  40.  At  this  time  menstruation  ceased  for 
five  years,  during  which  period  she  enjoyed  good  health. 
At  the  age  of  45  she  suddenly  had  severe  attacks  of  haemor- 
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rhage,  in  fact,  the  patient  says  she  was  scarcely  free  a 
whole  week.  At  this  time  she  also  suffered  from  leucor- 
rhoea.    These  conditions  have  lasted  until  the  present  time. 

Present  Condition. — Complains  of  severe  pains  in  back 
and  neuralgic  pain  down  legs.  She  is  well  nourished. 
The  abdomen  is  somewhat  fuller  on  inspection  on  the  left 
of  middle  line  and  below  umbilicus. 

On  palpation  a  hard,  rounded  tumour  is  easily  felt 
extending  from  the  pelvic  cavity  to  within  a  short  distance 
of  the  umbilicus. 

Per  vaginam  the  os  is  felt  somewhat  lower  than  normal, 
otherwise  healthy.  The  arches  of  the  fornices  appear  to 
be  obliterated.  A  mass  is  felt  apparently  connected  wuth 
the  uterus  extending  into  Douglas'  pouch  and  across  the 
left  posterior  quarter  of  the  pelvis.  The  whole  mass  appears 
to  be  fixed  in  the  pelvis,  and  this  seemed  to  be  caused,  to 
a  certain  extent,  by  the  rigidity  of  the  abdominal  muscles. 
I  had  the  patient  placed  under  an  anaesthetic,  when  the 
tumour  was  readily  moved  to  any  part  of  the  abdomen,  and 
was  found  to  be  quite  free  from  the  uterus. 

Diagnosis, — A  solid  ovarian  tumour  with  long  pedicle. 

On  November  16  I  opened  the  abdomen  and  readily 
removed  the  tumour.  The  other  ovary,  which  was  quite 
healthy,  was  not  removed.  Patient  made  an  uninterrupted 
recovery,  and  left  the  hospital,  December  20. 

Retnarks, — The  points  of  interest  in  this  case  appear  to 
be  the  facts  that  menstruation,  after  being  absent  for  five 
years,  suddenly  returned  with  excessive  haemorrhage,  and 
the  presence  of  a  pelvic  tumour,  and  by  ordinary  examina- 
tion this  tumour  seemed  to  be  fixed  to  the  uterus,  the  entire 
mass  being  very  fixed  in  the  pelvis.  Coupling  this  with 
the  haemorrhage,  the  idea  that  first  suggested  itself  was  that 
the  patient  was  suffering  from  an  intra-mural  fibro-myoma. 
Under  ether,  however,  this  tumour  could  be  moved  as  high 
as  the  diaphragm  without  any  trouble ;  thus  demonstrat- 
ing the  advisability  in  many  of  these  cases  of  placing  the 
patient  under  an  anaesthetic  before  making  a  definite 
diagnosis. 
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specimen  of  Sarcoma  of  Ovary, 
Under  the  care  of  Dr.  Elder. 

M.   L.,  aged  69,  came  to  me  on  November  12,  1897, 
complaining  of  a  rapidly  growing  abdominal  tumour.     It 
had  only  been   noticed  four  months,  and    although  her 
general  health   had  remained   good,  the  pressure  of   the 
tumour  so  interfered  with  urination  and  defaecation  that 
she  was  anxious  for  its  removal.    The  growth  could  be 
seen  and  felt  distinctly  in  the  left  iliac  and  hypogastric 
regions ;    solid,  very  movable  laterally,   but  only  slightly 
upwards  or  downwards.    Per  vaginam  the  tumour  filled 
up   Douglas'  pouch,  and  pressed   the  uterus  against  the 
symphysis  pubis.    The  connection  between  the  uterus  and 
the  growth    was  very  close,    so  much  so   that   had    the 
patient  been  younger,  one  might  easily  have  thought  it 
to  be  a  uterine  fibroid.    On  November  21,  by  the  ordinary 
abdominal  operation,  the  tumour,  which  was  found  to  be 
ovarian   (left)   in   origin,   was   removed.      There  were   no 
adhesions,  some  ascites,  and  the  pedicle  was  thick  and 
fleshy.    The  other  ovary  was  healthy.    The  patient  made 
a  good  recovery.    The  specimen  weighed  ilb.   11   oz. ;  it 
was  proved,  on  microscopic  examination,  to  be  a  spindle- 
celled  sarcoma. 

Early  Sarcoma  of  the  Ovary  removed  by  Anterior  Colpotomy. 
Under  the  care  of  Dr.  Henry  Jellett. 

M.  T.,  aged  30,  married  five  years ;  no  children,  one 
miscarriage  five  years  ago  ;  admitted  complaining  of  severe 
dysmenorrhoea  and  intermenstrual  pain,  and  of  profuse 
menstruation.  Had  been  treated  for  the  same  two  years 
previously,  when  posterior  division  of  the  cervix  was  per- 
formed, with  temporary  relief. 

When  examined  under  chloroform  the  right  ovary  was 
found  to  be  slightly  enlarged,  as  by  a  very  small  cyst. 
Vaginal  colpotomy  was  performed,  and  the  ovary  brought 
down.    A  small  enlargement  like  a  cyst  was  found  at  one 
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spot.    This  was  incised,  scraped  out,  the  ovary  stitched  up  | 

with  catgut,  and  replaced.  On  examining  microscopically 
the  portion  removed  it  was  found  to  be  a  sarcoma  ;  accord- 
ingly the  peritoneal  cavity  was  again  opened  per  vaginam, 
and  both  ovaries  removed.  The  patient  made  a  good 
recovery. 

Dr.  Heywood  Smith  asked  Dr.  Jellett  why  anterior 
colpotomy  had  been  done  :  would  not  posterior  colpotomy 
have  given  more  room  ?  He  had  recently  had  a  case  of 
carcinoma  of  the  ovary ;  the  cyst  wall  was  very  thick,  as 
was  also  the  peritoneum  covering  it,  and  there  was  a  good 
deal  of  infiltration  around. 

Dr.  PURCELL  thought  they  did  not  use  enough  ingenuity 
in  applying  the  method  of  anterior  colpotomy  to  pelvic 
conditions ;  it  was  an  operation  well  worth  doing,  and 
was  used  extensively  abroad.  Even  for  retroflexion  it  often 
answered  very  well.  In  Dr.  Jellett's  case  the  interest  lay 
in  the  fact  that  it  was  in  a  very  early  stage.  As  a  rule,  ■ 
operation  could  not  be  employed  so  early. 

Dr.  Edge  (Wolverhampton)  cited  a  case  to  show  the 
value  of  posterior  colporrhaphy.  A  few  days  before,  he 
had  a  patient  with  a  small  solid  ovary  to  explore.  He 
did  a  posterior  colpotomy,  and  found  a  dermoid  in 
Douglas'  pouch,  which  he  was  able  to  remove.  It  would 
not  have  been  possible  to  get  it  out  through  the  abdomen. 
He  thought  the  operation  was  not  sufficiently  employed. 
In  every  case  of  small  enlargement  of  the  ovaries  and  tubes, 
if  the  swelling  be  mobile  they  ought  to  consider  whether  it 
should  not  be  dealt  with  through  the  vagina. 

Mr.  J.  W.  Taylor  (Birmingham)  agreed  that  the 
specimen  showed  the  advantage  of  colpotomy.  Both 
anterior  and  posterior  colpotomy  were  a  great  addition  to 
their  resources.  Lately  he  had  removed  a  cyst  containing 
a  pint  of  fluid  by  colpotomy,  and  many  cases  would  be 
found  capable  of  being  so  dealt  with. 

Dr.  Bantock  thought  the  point  of  the  last  case  had 
been  overlooked,  for  he  understood  that  the  operation  was 


Discussion  on  Sarcoma  of  Ovary  39 


done  for  purposes  of  diagnosis,  and  for  this  purpose  he 
did  not  think  it  was  a  good  operation.  As  regards  sar- 
coma of  the  ovary,  this  was  a  most  important  condition, 
because  it  was  so  very  serious.  Within  the  last  eighteen 
months  he  had  had  two  cases.  One  was  a  young  woman 
aged  21,  who  had  a  large  tumour,  with  ascites  and  hydro- 
thorax,  and  a  high  temperature.  The  chest  and  abdomen 
had  both  been  tapped.  After  several  tappings  no  more 
fluid  collected  in  the  pleura,  and  her  general  condition 
improved  sufficiently  to  admit  of  operation.  He  removed  a 
large  tumour,  weighing  10  lbs.,  and  adherent  to  the  omen- 
tum and  parietes,  as  well  as  a  second  tumour  from  the  other 
side.  She  made  a  good  recovery,  and  became  engaged  to 
be  married.  But  in  a  few  months  there  was  a  recurrence, 
and  she  died  shortly  after. 

The  other  was  a  girl,  aged  17,  from  whom  he  removed  a 
tumour  weighing  several  pounds  from  one  side,  and 
another  weighing  i  lb.,  from  the  opposite  side.  She 
made  a  good  recovery.  The  operation  was  last  November, 
and  so  far  she  had  continued  well,  but  her  life  was  not 
a  good  one,  and  recurrence  was  to  be  feared.  The 
microscope  was  not  always  to  be  relied  on  for  diagnosis. 
Three  years  ago  he  removed  a  tumour  which  was  said  to 
be  malignant.  Since  then  the  patient  had  borne  her  first 
child,  and  she  was  now  in  good  health.  He  thought  the 
question  of  sarcoma  was  a  very  important  one,  but  he  could 
not  give  his  sanction  to  the  operation  of  anterior  or  posterior 
colpotomy  as  a  means  of  diagnosis. 

Dr.  C.  H.  F.  ROUTH  thought  that  colpotomy  was  a  some- 
what serious  moral  operation.  In  Dr.  Jellett's  case  the  only 
symptoms  present  were  those  occurring  at  the  catamenia. 
Dysmenorrhoea  was  so  common  that  it  was  a  serious  ordeal 
simply  to  morality  to  do  a  colpotomy  for  diagnosis.  In  this 
case  the  ovaries  were  very  small,  and  microscopic  examina- 
tion was  unreliable.  He  therefore  thought  the  proper  treat- 
ment was  to  wait,  and  if  they  found  the  tumour  increasing 
only  then  to  operate.  This  would  be  both  the  safest  and  the 
most  proper  course. 
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The  President  observed  that  the  progress  of  gynaecology 
had  been  marked  in  hardly  any  subject  so  conspicuously  as 
in  the  pathology  and  surgery  of  the  ovary;  and  sarcoma 
was  in  consequence  found  to  be  much  more  common  than 
was  formerly  thought.  Another  point  elucidated  was  the 
complication  of  ovarian  with  other  tumours,  as  in  this  case 
of  sarcoma  of  the  ovary  with  papilloma  of  the  tube.  As 
regards  anterior  colpotomy  as  a  means  of  diagnosis,  the 
procedure  was  so  employed  by  Martin,  of  Berlin,  as  well  as 
for  treatment  of  ascertained  morbid  conditions.  Most  of 
those  who  knew  how  easily  and  safely  it  could  be  done 
would  feel  it  was  a  plan  that  ought  to  be  adopted,  rather 
than  let  a  woman  go  on  with  painful  or  dangerous  disease. 

Mr.  BowREMAN  JESSETT,  in  reply,  said  that  his  case 
emphasised  the  importance,  for  diagnosis,  of  examination 
under  an  anaesthetic;  for  the  tumour  was  thought  to  be 
uterine  and  fixed,  till  the  patient  was  examined  under 
ether. 

Dr.  Elder  added  that  the  second  ovary  in  his  case  was 
healthy. 

Dr.  Jellett  replied  that  the  reason  anterior  colpotomy 
was  done  in  his  case  was  merely  that  they  had  got  into  the 
habit  of  doing  this  operation.  He  thought  that  for  small 
tumours  colpotomy  should  always  be  done  rather  than 
laparotomy.  He  could  not  agree  with  Dr.  Bantock  that  this 
operation  should  not  be  employed  for  diagnosis.  His 
patient  had  undergone  various  kinds  of  treatment  for  dys- 
menorrhoea  for  two  years.  The  microscopic  evidence  of 
sarcoma  in  his  case  was  quite  conclusive. 

Card  Specimens. 
By  Mr,  Bowreman  Jessett. 

FibrO'tnyoma  of  Uterus, — Pan-Hysterectomy. 

M.  F.,  aged  36,  single.  Sent  by  Dr.  White,  suffering 
from  profuse  haemorrhage  which  had  continued  with  short 
intervals  for  ten  months.     Had  large  abdominal  tumour, 
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freely  movable,  but  apart  from  the  haemorrhage,  its  great 
size  interfered  very  much  with  her  duties. 

Pan-hysterectomy  was  performed  on  Dec.  6,  1897,  with 
great  ease,  and  everything  appeared  quite  secure.  Six  hours 
after  operation  she  suddenly  collapsed,  and,  notwithstanding 
transfusion  was  used,  died.    Cause  of  death,  haemorrhage. 

Fibro-myoma  of  Uterus — Oophorectomy — Pan-hysterectomy. 

J.  T.,  aged  37,  single.  Sent  to  me  by  Dr.  Shaw  in  a  very 
reduced  condition  due  to  frequent  and  severe  haemorrhage. 
In  March,  1897,  I  performed  oophorectomy,  hoping  the 
tumour  might  shrink.  She  made  an  easy  recovery,  but 
on  leaving  the  Hospital  haemorrhage  returned,  and  she  was 
re-admitted  for  operation.  At  a  consultation  delay  was 
advised,  and  she  left  the  hospital  again,  but  owing  to  most 
severe  and  exhausting  haemorrhage  was  re-admitted  on 
Dec.  7.  After  a  month's  absolute  rest  pan-hysterectomy  was 
performed  on  Jan.  11,  1898.    Good  recovery. 

Carcinoma  Uteri — Vaginal  Hysterectomy. 

F.  W.,  aged  49,  married ;  3  children,  youngest  twenty. 
During  last  five  months  had  suffered  from  menorrhagia  and 
metrorrhagia ;  periods  lasted  eight  or  nine  days,  and  never 
free  from  haemorrhage  more  than  twelve  days. 

The  uterus  was  found  to  be  the  seat  of  carcinoma.  Sent 
by  Dr.  Aust-Lawrence  and  Dr.  Wildey. 

Vaginal  Hysterectomy  was  performed  on  Jan.  18,  1898. 
Patient  made  a  steady  recovery. 

Cyst  of  Ovary — Cyst  of  Twisted  Pedicle. 

A.  G.,  aged  27,  married  nine  years ;  two  children  (both 
healthy) ;  one  miscarriage,  October,  1896 ;  youngest  child 
seven  years  of  age.    Admitted  Feb.  19,  1898. 

Menstrual  periods  always  regular ;  last  period  ended 
Feb.  8.  Patient  had  previously  had  pain  in  the  left  iliac 
fossa,  but  on  Tuesday,  Feb.  14,  while  reaching  up  to  hang 
some  curtains,  she  was  suddenly  seized  with  a  most  acute 
pain,  becoming  rapidly   much  worse.     She  had  vomiting. 
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and  was  obliged  to  call  in  Dr.  Fausset,  of  Belgrave  Road, 
who  found  her  quite  prostrate  and  with  great  tenderness 
over  right  iliac  fossa,  which  was  distinctly  swollen. 

February  19. — Patient  was  admitted  to  Hospital.  On 
inspection  of  the  abdomen  there  was  every  evidence  of  a 
swelling  occupying  the  right  iliac  fossa.  It  was  most  painful 
on  palpation,  with  slight  dulness  on  percussion.  Tempera- 
ture 99°.  There  was  no  vomiting,  and  bowels  acted  daily. 
Urine  normal. 

On  February  22  the  mass  was  noticed  to  be  more 
central.  Patient  still  complained  of  severe  abdominal  pain. 
There  was  no  vomiting,  and  bowels  acted  daily. 

February  22,  2 p.m. — Mr.  Jessett  operated  and  found,  as  he 
expected,  a  large  cyst  growing  from  the  left  side,  and  that 
the  pedicle  of  cyst  had  become  twisted,  and  the  cyst  turned 
over  on  to  the  right  side  in  front  of  uterus. 

March  8, — Patient  made  a  good  recovery. 

By  Mr.  G.  Elder. 
Vesical  Calculus, 

Vesical  Calculus,  the  nucleus  of  which  is  silk  ligature 
used  two  years  before  in  the  removal  of  double  pyo-salpinx. 

M.  F.,  aged  32,  had,  two  years  ago,  both  her  appendages 
removed  by  me  for  pyo-salpinx.  Although  she  left  my 
private  hospital  within  four  weeks,  her  recovery  was  not 
satisfactory,  but  as  her  house  was  not  far  off  she  wished 
much  to  go.  From  time  to  time  I  saw  her,  and  now  and 
again  her  life  seemed  to  hang  upon  a  very  slender  thread. 
She  had  a  succession  of  pelvic  abscesses,  which  kept  dis- 
charging through  the  bladder,  vagina  and  rectum.  Opera- 
tive interference  she  would  not  have.  After  a  time  her 
condition  improved,  and  from  being  constantly  in  bed  she 
got  up  a  little  each  day,  and  for  some  months  I  did  not  see 
her.  Last  August,  on  account  of  distressing  and  almost 
constant  bladder  pains,  she  sent  for  me,  and  I  found  the 
cavity  almost  filled  by  a  calculus,  which  I  removed  the  next 
day  by  vaginal  cystotomy.    It  is  almost  entirely  phosphatic ; 
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weighs  over  2^  ounces,  and  in  section  in  its  interior  were 
found  the  ligatures  used  at  the  laparotomy.  The  kidneys, 
strange  to  say,  are  sound. 

Barring  the  fistula,  which  the  patient  is  leaving  for  future 
consideration,  her  health  is  now  good. 

Demonstration. 

Dr.  George  Newman,  Lecturer  on  Bacteriology  in 
King's  College,  London,  gave  a  demonstration  on  "  Micro- 
organisms in  Relation  to  the  Female  Pelvic  Organs," 
exhibiting  fifty  microscopic  and  thirty  lantern  slides. 

More  than  thirty  different  species  of  organisms  have  been 
isolated  from  the  female  genital  tract  or  from  discharges. 
It  is  possible,  however,  that  several  of  these  may  be  involu- 
tion forms  of  one  species.  The  micro-organism  which  is 
most  frequently  present  is  the  Staphylococcus  pyogenes  aureus^ 
which  is  the  commonest  of  the  group  of  suppurative  bacteria. 
That  group  is  generally  held  to  consist  of  five  chief  members, 
(i)  Staphylococci,  (2)  Streptococcus  pyogenes,  (3)  Bacillus  pyo- 
cyaneus,  (4)  Micrococcus  tetragenus,  (5)  Bacillus  coli.  The 
fifth  member  {Bacillus  coli)  of  the  group  is  almost  ubiquitous, 
and  not  now  held  to  be  absolutely  certain  indication  of 
intestinal  pollution.  It  is  common  in  soils  and  ^ater,  milk 
and  ice  cream,  and  is,  of  course,  a  consistent  inhabitant  of 
the  alimentary  canal.  Its  red  "  indol  reaction  "  (with  nitrite 
and  HaSO^,)  its  faculty  of  producing  gas  and  of  curdling 
milk,  with  many  other  diagnostic  characteristics,  separate  it 
(though  sometimes  with  difficulty)  from  the  Eberth-Gafkey 
bacillus  of  typhoid.  It  does  not  produce  suppuration  if 
alone,  and  indeed  it  generally,  if  not  always,  produces  any 
action  it  may  have  in  combination  with  yeasts  or  other 
vegetable  cells. 

Micrococcus  tetragenus  is  rare  except  in  suppurative 
conditions  of  the  face  or  neck.  In  morphological  structure 
it  is  not  unlike  Sarcincc,  except  that  it  divides  in  two  planes 
at  right  angles  to  each  other.  It  occurs  but  rarely  except 
in  suppurative  conditions  of  the  face.    At  least  one  case  is 
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recorded  where  this  was  apparently  the  only  organism 
present  in  a  case  of  pyaemia.  But  like  Bacillus  coli  it 
generally  acts  with  others.  The  same  must  be  said  of 
Bacillus  pyocyaneus,  which  is  supposed  to  be  the  cause 
of  the  green-blue  pus  occasionally  seen. 

The  staphylococci  and  streptococci  are  the  chief  organisms 
of  pus.  The  round  cell  elements  are  small  in  the  former 
and  large  in  the  latter,  in  masses  in  the  former  and  chains 
in  the  latter.  Staphylococci  occur  in  abscesses,  carbuncles, 
and  boils,  and  are  extremely  common  in  skin  diseases,  where 
they  tend  to  confuse  the  issues.  Their  colour,  morphology, 
and  liquefying  propensities  readily  differentiate  them  from 
their  colleagues. 

The  streptococci  occur   in  spreading  inflammation,   and 
though  identical   in  shape,  size  and  cultivation,  vary  from 
each  other  in  virulence  and  specificity.    They  are  sometimes 
grouped  into  three  classes  :  the  streptococcus  pyogenes  group  ; 
the  streptococcus  erysipelatis  group,  slower  in  producing  eflfect 
and  not  so  fatal  to  mice  and  guinea  pigs  as  the  former  ;  and 
thirdly,  the  streptococcus  articulorum  group,  which  on  injec- 
tion appear  to  have  a  special  affinity  for  the  joints.    There 
are  also  several  shorter  streptococci,  which  are  not  patho- 
genic.     But  all  the   divisions  of  streptococci  are  in   the 
present  state  of  our  knowledge  artificial  and  unsatisfactory. 
Marmorek  has  shown  how  even  a  non-virulent  chain  can  be 
made  virulent   by  alternately  growing  it  in  a  mixture  of 
blood  serum  and  broth  and  in  the  body  of  a  rabbit ;  thus  a 
streptococcus  which  at  one  time  caused  but  a  redness,  may 
at  a  later  stage  of  artificial  cultivation  produce  suppuration, 
or  a  general  septicaemia.   By  culturing  on  the  same  medium, 
on  the  other  hand,  through  several  generations  one  readily 
reduces  the  virulence    of    the   organism.    These  different 
conditions  make  classification  at  present  undesirable.     Still, 
the  streptococci  are  of  great  importance  to  the  gynaecologist, 
for   in   puerperal   septicaemia   or  peritonitis    they  are   fre- 
quently found.    Their  presence  in  the  genital  canal,  with 
septicaemic    symptoms,   would   indicate    the    use  of    anti- 
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streptococcic  serum.    This  is  made  by  inoculating  a  horse 
or  ass  with  a  virulent  streptococcus,  and  after  porcelain 
filtration  using  the  serum.     Observe  this   is  obtained  by 
inoculating  the  micro-organism  and  not  the  toxine.    The 
experience  of  those  who  have  tried  it  appears  to  justify  the 
following   conclusions  :  (i)  a  large  dose,  say  15-20  cc,  is 
preferable  at  the  outset  and  then  follow  it  up  with  5-7  cc. 
every  four  hours  according  to  reaction ;   (2)  the  improve- 
ment is  marked  in  pulse  and  temperature ;    (3)  there  is 
an  improvement  in  the  subjective  condition  of  the  patient. 
To  examine  discharge  or  blood  for  streptococcus,  the  micro- 
scope (with  careful  staining)  and  cultivations  are  generally 
sufficient.    The  non-liquefying  characteristic  colonies  can- 
not readily  be  mistaken.    The  streptococci  I  am  showing 
are  from  a  case  of  strangles  (in  the  horse)  and  are  excep- 
tionally  large  and  long.     A  fluid  medium  (milk  or  broth) 
is  the  best  for  obtaining  the  long  forms  in  culture. 

Next  to  the  ordinary  suppurative  organisms  the  most 
important  intruder  into  the  genital  canal  is  the  Gonococcus  of 
Neisser;  and  whatever  may  be  said  in  law  courts  to  the 
contrary  it  can  with  care  be  isolated  and  detected  from 
gonorrhoeal  pus. 

The  following  are  the  chief  points  to  note  in  discovering 
it:— 

(i)  lis  shape. — It  is  like  a  round  cell  with  a  narrow  slit 
or  interspace,  and  hence  is  sometimes  described  as  appearing 
like  two  buns  with  their  flat  bases  facing  each  other.  The 
straight  side  may  be  sometimes  slightly  concave.  There  are 
half-a-dozen  other  diplococci  of  this  exact  shape  occurring 
in  discharges,  in  healthy  vaginal  mucus,  in  lochia  and  in 
skin  diseases  (sycosis  and  eczema  seborrhoicum). 

(2)  Its  size  and  number. — ^The  gonococcus  is  about 
midway  in  size  between  the  small  diplococcns  flavus  liq. 
tardus  of  eczema,  and  the  large  diplo.  albicans  atnplus  of 
the  vagina.  It  always  occurs  in  gonorrhoea  in  large 
numbers,  and  the  other  diplococci  are  few  and  isolated. 

(3)  Grouping.  —  The  gonococcus  generally  occurs  in 
groups  and  colonies. 
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(4)  Intra-cellular  position.  —  The  gonococcus  has  the 
characteristic  of  generally  being  within  the  pus  cells,  and 
by  Loffler's  stain  we  may  frequently  get  large  colonies  of 
the  diplococcus  coloured  darkly  and  the  pus  cell  faintly 
stained  behind. 

(5)  Staining. — The  gonococcus  does  not  stain  by  Gram's 
method,  but  it  is  not  really  unique  in  that  respect. 

(6)  Cultivation. — Nearly  all  the  ordinary  diplococci  will 
grow  on  any  medium  at  room  temperature,  but  the 
gonococcus  requires  a  fresh  blood  medium  and  a  blood-heat 
temperature.  Just  recently  I  have  obtained  some  excellent 
cultures  on  agar  upon  which  some  fresh  human  blood  had 
been  smeared.  It  was  then  possible  to  subculture  on 
ordinary  media. 

(7)  Inoculation.  —  Lower  animals  will  not  take  this 
disease  by  inoculation. 

It  is  now  well  known  that  the  gonococci  diminish  in 
number  as  the  disease  becomes  chronic.  Their  distribution 
is  also  instructive.  In  gonorrhoea  in  the  female  they  may 
be  present  in  the  (i)  urethra;  (2)  cervix  uteri;  (3) 
Bartholini's  glands  ;  (4)  uterus ;  (5)  Fallopian  tubes  (it  is 
said  they  are  present  in  one  of  every  four  cases  of 
pyosalpinx) ;  and  eventually  (6)  in  the  peritoneum.  They 
are  not  found  on  the  lining  ephithelium  of  the  vagina  except 
in  vulvo-vaginitis  of  young  subjects.  The  reason  for  this 
is  that  the  flat  pavement  epithelium  of  the  vulva,  vagina, 
and  vaginal  part  of  the  os  is  resistant,  whilst  the  cylindrical 
epithelium  is  not. 

Typhoid,  Tubercle,  Leprosy  and  Actinomyces  are  also 
shown  as  species  which  have  been  isolated  from  the  genital 
tract. 

Doderlein's  Vaginal  Bacillus  was  not  isolated  in  pure 
culture  in  time  for  the  demonstration.  In  several  healthy 
vaginal  mucus  slides  it  is  present.  It  is  an  anaerobic 
bacillus,  short  and  straight,  and  cultivated  on  almost  any 
media  at  37°  C.  with  2  per  cent,  glucose,  or  in  hydrogen.  Its 
final  effect  in  the  vagina  is  acidification,  and  it  is  supposed 
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that  the  well  known  bactericidal  action  of  vaginal  mucous 
membrane  is  in  part  due  to  this  bacillus.  From  a  number 
of  experiments  made  by  Krcenig  and  Menge  it  is  practically 
demonstrated  that  pathogenic  organisms  do  not  flourish  in 
the  healthy  vagina. 

A  number  of  lochial  discharges  in  different  stages  are 
also  shown  to  demonstrate  the  number  and  variety  of 
organisms,  and  also  the  non-pathogenic  diplococci  re- 
sembling gonococcus. 

The  President  conveyed  to  Dr.  Newman  the  hearty 
thanks  of  the  meeting  for  his  kindness  in  coming  to  give 
them  such  a  valuable  and  instructive  demonstration.  As 
there  were  many  questions  that  might  arise  out  of  it,  he 
thought  it  best  that  the  discussion  should  be  postponed  till 
the  succeeding  meeting. 


Paper. 

Enucleation  of  Uterine  Fibroids.  By  William 
Alexander,  M.D.,  F.R.C.S.  Surgeon  to  the  Royal 
Southern  and  Workhouse  Hospitals,  Liverpool. 

(Illustrated  by  Lantern  Slides.) 

Medical  men  are  much  divided  in  their  opinions  as  to 
the  treatment  of  uterine  fibroids.  Some  hold  that  severe 
operative  treatment  is  very  rarely  required,  and  that  medicinal 
treatment  and  the  occasional  performance  of  minor  opera- 
tions, such  as  dilation  of  the  uterine  canal,  curetting  and 
electrolysis,  will  tide  most  cases  of  fibromyoma  over  the 
menopause.  When  this  period  is  reached  the  tumours 
may  be  expected  to  shrink  in  size  and  to  become  innocuous. 
Others  hold  that  fibroids  are  not  the  comparatively  harmless 
growths  that  they  are  sometimes  represented  to  be,  but  that 
they  kill  their  hosts  more  frequently  than  many  medical  men 
admit,  and  that  to  prevent  their  harmful  and  often  fatal 
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effects  a  severe  mutilating  operation  is  not  only  justifiable 
but  one  to  be  recommended. 

As  regards  this  unsettled  question  my  experience  is  that 
once  a  fibroid  asserts  itself  by  symptoms  or  signs  the  life  of  the 
patient  is  always  more  or  less  spoiled.  She  may  live  to  the 
average  age,  but  even  then  the  life  is  very  often  that  of  an 
invalid,  often  that  of  a  great  invalid.  As  to  her  prospects  of 
existence,  no  medical  man  would  recommend  her  at  first 
class  rates  to  an  insurance  company,  and  probably  she  could 
not  obtain  an  insurance  policy  from  any  office — a  sure  proof 
that  the  disease  shortens  life  either  directly  or  indirectly.  I 
have  in  my  mind  a  patient,  the  subject  of  a  uterine  fibroid, 
whom  I  have  watched  for  seven  to  eight  years,  and  who  is 
now  undergoing  the  "change."  I  must  say  that  she  has 
been  a  great  sufferer,  as  well  as  a  great  drain  on  her 
husband's  resources.  Her  life  has  been  threatened  very 
seriously  on  several  occasions  from  attacks  of  peritonitis, 
and  once  she  nearly  required  operation  for  obstruction  of 
the  bowels.  She  has  had  a  nurse  or  a  companion  all  the 
time,  and  the  social  amenities  of  the  household  have  been 
in  abeyance  for  the  same  period.  Her  nerves  are  now  all 
unstrung,  and  any  departure  from  the  most  quiet  life  brings 
on  not  only  intestinal  or  renal  disturbances,  but  at  the  same 
time  an  attack  of  "  nerves  "  most  painful  to  behold.  This 
represents  one  of  the  more  grave  cases,  but  many  others 
have  lesser  symptoms,  such  as  a  sense  of  weight,  dragging 
pains  in  the  back,  irritable  bladder,  attacks  of  metrorrhagia, 
uterine  displacements,  sterility,  that  render  their  lives  very 
uncomfortable  if  not  rather  miserable. 

In  these,  if  married,  we  have  the  risks  of  abortion  with 
its  complications  and  sequelae,  and  the  greater  risks  accom- 
panying parturition  or  those  attending  the  artificial  termina- 
tions of  labour.  Most  of  these  cases  would  be  much 
healthier  and  happier  without  their  fibroids,  if  these  could 
be  removed  without  great  risk  and  without  much  sacrifice  of 
healthy  organs. 

But  when  such  patients  seek  complete  relief,  the  treat- 
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ment  hitherto  advised  seems  to  me  to  more  than  justify  the 
attitude  of  those  who  are  reluctant  to  try  such  means  of 
cure,  except  for  cases  where  life  is  threatened  or  the  con- 
dition of  the  patient  very  wretched  indeed.    Except  in  a 
few  cases,  where  the  tumour  can  be  enucleated  through  the 
natural  uterine  and  vaginal  passages,  and  some  more  or  less 
pedunculated  subperitoneal  fibroids  that  may  be  ligatured 
and  snipped  off  or  enucleated,  the  operative  treatment  of 
most  single  and  of  all  multiple  uterine  fibroids  is  extremely 
sweeping  in  its  extent.     The  mildest  plan  is  by  removal 
of  the  ovaries  and  tubes,  but  this  is  not  so  certain  as 
partial  removal  of  the  uterus  and  fibroids,  with  or  without 
removal  of  the  appendages,  and  this  is  not  so  neat  as  removal 
of  the  uterus  and  tumour  through  the  vagina ;  and  this  is 
not  so  easy  or  so  applicable  to  all  cases  as  panhysterectomy, 
by  which  all  the  internal  reproductive  organs  are  removed 
at  one  fell  swoop.    The  medical  journals  contain   many 
references  to  the  more  severe  operation,  even  for  small 
fibroids,  and  in  young  people  and  with  good  results  as  far 
as  the  mortality  is  concerned.    But  lessened  risk  of  death 
from  an  operation  does  not  necessarily  justify  an  operation. 
To  amputate  a  limb  for  a  strumous  joint  would  be  a  safe 
and  neat  method  of  getting  rid  of  a  troublesome  disease,  but 
the  sufferer  has  afterwards  to  do  without  a  very  useful  part 
of  his  body.     Hence  true  conservative  surgery  has  so  modi- 
fied the  treatment  of  joint  disease  that  amputation  of  limbs, 
from  being  the  staple  occupation  of  surgeons,  has  become 
comparatively  rare,  and  now  such  limbs  are  scarcely  ever 
sacrificed  except  for  malignant  disease. 

The  operative  evolution  from  partial  hysterectomy  to 
vaginal  and  pan-hysterectomy  in  the  treatment  of  uterine 
fibroids  was  no  doubt  legitimate  from  an  operative  point  of 
view,  as  these  latter  operations  are  cleaner  and  safer,  and  the 
difference  in  the  amount  of  mutilation  in  each  is  small  and 
unimportant.  But  if  it  should  become  safe  to  remove  the 
tumours  alone  without  removal  of  the  uterus,  ovaries  or 
appendages,  then   in  all  cases  it  is  better  surgery  to  only 
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remove  the  offending  parts,  and  in  young  women  with  small 
tumours  the  conservative  operation  would  be  obligatory. 
The  prosecution  of  this  idea  has  led  up  to  the  results  to  be 
described  in  the  reminder  of  this  paper. 

In  the  year  1894  I  read  before  the  North  of  England 
Gynaecological  Society  a  case  -j»lw»,  I  removed  a  large 
uterine  fibroid  from  therfuhdusiterr«^N£ft  behind  nearly 
all  the  uterus  as  wi^as  all  the  uterif^^appendages.  A 
circular  incision  wa^  madj^  pfp|4  iiWumolir  down  to  the 
capsule  and  the  tunukr  was  enucleated  UUw  the  incision. 
Hemorrhage  was  reSh;^^4iy'tPstoHtd*uble  silk  ligature 
passed  through  the  tra^M(^_^AM»''tfteri,  just  below  the 


tumour,  and  tied  tightly  at  each  side.  A  large  mass  of  lint 
steeped  in  perchloride  of  iron  was  laid  in  the  cavity  whence 
the  fibroid  had  been  enucleated,  and  the  lint  was  firmly  held 
in  its  place  by  tying  over  it  the  ends  of  the  ligatures  that 
had  transfixed  the  uterus.  Fear  of  hemorrhage  suggested 
the  iron  and  the  pressure.  The  peritoneum  was  stitched  to 
the  uterus  so  as  to  surround  it  just  below  the  ligature  and 
the  wound  closed.  There  was  no  sloughing  and  no  hasmor- 
rhage,  and  the  uterus  gradually  dropped  into  the  abdominal 
cavity  perfect  except  for  the  piece  of  the  wail  of  the  fundus 
taken  away  with  the  tumour.     1  performed  another  operation 
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in  a  smaller  way,  and  with  a  like  result.  In  neither  case 
was  the  uterine  cavity  opened,  and  the  uterus  dropped 
gradually  into  the  pelvis  as  the  stump  does  after  the  clamp 
has  been  used. 

It  was  obvious  that  the  operation,  though  a  true  con- 
servative one,  would  only  be  suitable  for  fibroids  on  the 
summit  of  the  fundus,  and  above  the  limit  of  the  Fallopian 
tubes,  and  that  the  removal  of  a  piece  of  the  uterine  wall 
was  a  disadvantage  that  prevented  the  operation  from  being 
classed  in  a  satisfactory  category. 

In  June,  1896,  I  made  a  longitudinal  incision  over  a 
troublesome  fibroid  in  the  fundus,  enucleated  it  completely, 
packing  the  cavity  with  lint  dipped  in  perchloride  of  iron, 
and  stitched  the  peritoneum  to  the  margin  of  the  opening. 
The  whole  uterus  was  here  left  in  the  abdominal  cavity,  and 
the  patient  went  out  of  hospital  with  all  her  organs  prac- 
tically perfect.  A  year  after  I  heard  that  she  was  in  good 
health,  doing  her  work,  and  that  her  uterus  was  normal. 

Encouraged  by  the  success  of  these  three  cases  I  next 
operated  on  Mrs.  H.,  aged  45,  on  September  12,  1896,  and 
removed  from  her  three  fibroids,  averaging  half  a  pound 
each  in  weight.  The  symptoms  complained  of  were  severe 
abdominal  pain,  weight,  inability  to  get  about,  and  menor- 
rhagia. 

As  the  method  of  operation  adopted  in  this  case  is 
nearly  the  same  as  that  adopted  in  the  subsequent  cases 
I  will  here  describe  what  I  consider  the  best  method  of 
operating. 

The  abdomen  was  opened  in  the  ordinary  way  in  the 
middle  line  by  an  incision  of  sufficient  length  to  allow  the 
tumour  to  come  through  the  opening  thus  made.  An 
assistant  with  two  fingers  in  the  vagina  now  pushed  the 
uterine  tumour  into  the  wound  from  below,  when  three 
large  fibroids  were  exposed  to  view,  one  in  the  anterior  wall, 
one  in  the  posterior  wall  and  one  in  the  fundus.  Warm, 
dry,  aseptic  sponges  were  placed  round  the  uterus,  com- 
pletely shutting  off  the  rest  of  the  abdominal  cavity  from 
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the  field  of  operation.  A  vertical  incision  was  made  into 
the  wall  of  the  uterus  covering  the  anterior  tumour  until 
the  white  surface  of  the  fibroid  could  be  seen.  By  means 
of  the  finger  and  blunt  dissector  the  tumour  was  readily 
enucleated  and  any  bleeding  points  were  caught  by  com- 
pression forceps,  and  tied  at  the  time  or  afterwards  with 
catgut  ligatures.  The  finger  now  palpated  the  bottom  of 
the  wound  for  the  locality  of  the  tumour  in  the  fundus,  and 


the  incision  deepened  till  its  surface  came  into  view.  It 
was  also  easily  removed.  In  the  same  way  the  posterior 
tumour  was  also  removed  through  the  same  opening.  A 
sponge  was  now  stuffed  into  the  deep  cavity  and  left  there 
until  a  strip  of  iodoform  gauze,  many  yards  long,  was 
produced.  The  sponge  was  removed,  and  the  already 
lessened  cavity  was  packed  with  the  gauze,  the  end  of  the 
single  strip  emerging  from  the  lower  end  of  the  opening 
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into  the  uterus.  The  wound  in  the  uterine  wall  was  now 
closed  with  numerous  superficial  and  deep  catgut  sutures, 
except  where  the  piece  of  gauze  emerged  below.  A  single 
silkworm  gut  suture  was  passed  through  the  uterus  at  the 
upper  end  of  the  incision  in  its  wall,  and  each  end  of  it, 
through  the  whole  thickness  of  the  abdominal  wall  at  the 
upper  end  of  the  laparotomy  wound,  tied  externally  so  as 
to  fix  the  fimdus  uteri  temporarily  to  the  abdominal  wall. 
Before  it  was  tied  all  the  sponges  were  removed  from  the 
abdominal  cavity,  which  was  found  unstained. 

The  laparotomy  wound  was  now  closed  by  buried  sutures 
in  the  peritoneal  layer  and  deep  silkworm  gut  sutures 
through  all  the  layers,  except  at  the  lower  end  where  the 
strip  of  gauze  which  passed  out  of  the  cavity  in  the  uterus 
emerged  on  the  abdominal  wall.  This  strip  drains  at  the 
same  time  the  cavity  in  the  uterus  as  well  as  the  abdominal 
cavity,  which  it  traverses  between  the  uterine  and  abdo- 
minal walls.  The  abdominal  wound  was  dressed  in  the 
ordinary  way  with  double  cyanide  gauze  and  salicylic 
wool,  the  wool  being  changed  when  necessary  during  the 
first  forty-eight  hours.  At  the  end  of  that  time  about  a  foot 
of  the  strip  of  gauze  was  gently  and  slowly  pulled  out,  and 
the  same  amount  daily  until  it  was  all  removed.  The  wound 
healed  up  without  any  complication  except  some  recrudes- 
cence of  an  old-standing  emphysematous  and  bronchitic 
pulmonary  complaint  which  arose  after  the  first  week. 
There  was  no  shock  and  no  collapse. 

i  examined  the  patient  a  few  days  before  Christmas, 
1897.  The  uterus  was  normal  in  size  and  in  position,  and 
the  patient  was  robust.  A  small  sinus  remained  in  the 
abdominal  wall  due  to  the  use  of  some  silk  sutures  which 
were  used  to  close  the  uterine  wall  in  this  case.  Since  then 
I  use  catgut  and  have  no  sinuses.  The  silkworm  gut  suture 
was  removed  at  the  end  of  fourteen  days  and  the  uterus 
allowed  to  drop  into  the  pelvis. 

Case  V. — Mrs.  E.,  aged  45,  married  ;  seven  children,  two 
miscarriages,  last  child  seven  years  ago.  Parturition  always 
normal,  menstruation  irregular,  dysmenorrhoea. 
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Several  months  ago  she  commenced  to  feel  unwell  and 
to  "  flood."  Dragging  pains  were  felt  in  her  back  and  left 
side,  worse  on  lying  down  at  night,  with  frequent  micturi- 
tion and  defaecation.  She  became  sleepless  and  worried, 
and  applied  for  admission  to  hospital  on  June  29,  1896. 
A  mass  of  fibroids  filled  up  the  pelvis ;  the  uterus  was 
retroverted.  The  patient  was  so  anaemic  and  reduced  that 
the  tumour  was  pushed  up  into  the  abdomen  and  a  thick 
ring  pessary  inserted  to  keep  the  mass  out  of  the  pelvis. 
Tonic  treatment  was  prescribed,  and  the  patient  sent  home. 

She  was  re-admitted  on  September  26,  much  worse, 
very  anaemic,  and  exhausted,  and  with  the  uterine  tumour 
much  increased  in  size.  The  operation  was  performed  on 
October  12,  and  four  fibroids  were  removed  through  one 
incision  in  the  same  way  as  in  Case  IV. 

In  this  case  the  uterine  cavity  was  opened,  and  an  india- 
rubber  drainage  tube  was  passed  right  through  from  the 
abdominal  wall  to  the  vagina  in  addition  to  the  packing 
previously  described.  Antiseptic  lotions  were  syringed 
through  the  tube  after  the  iodoform  gauze  was  removed. 
By  this  means  the  large  cavity  left  in  the  uterus  by  the 
removal  of  the  fibroids  was  kept  free  from  infection,  likely 
to  be  caused  by  its  contiguity  to  the  infected  mucous  mem- 
brane of  the  uterus,  until  the  operation  cavity  had  shrunk 
up  and  disappeared. 

The  temperature  only  reached  100°  once,  on  the  third 
day  after  operation,  and  was  all  the  rest  of  the  time  quite 
normal  or  subnormal.  There  was  no  shock  such  as  might 
have  been  expected  in  so  feeble  a  patient.  She  went  home 
six  weeks  after  operation  and  has  not  been  seen  by  me 
since. 

On  January  14,  1898,  I  caused  inquiries  to  be  made,  and 
find  that  she  improved  considerably  after  operation,  all  her 
pelvic  symptoms  disappearing.  She  then  began  again  to 
lose  flesh,  jaundice  set  in  and  signs  of  cancer  of  the  liver 
appeared,  from  which  she  died  in  the  summer  of  1897. 

Case  VI.  was  a  lady,  aged  49,  who  was  rapidly  becoming 
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insane  through  the  worry  of  a  mass  of  fibroids  that  filled 
her  pelvis.  She  was  restless,  talkative,  and  occasionally 
"  queer,"  of  spare  frame  and  sallow  complexion.  She  had 
frequent  attacks  of  febrile  symptoms,  tongue  dirty,  skin  un- 
healthy, irritable  bladder,  and  speaking  generally  her  state 
was  most  unsatisfactory.  Her  mind  was  fixed  on  her 
fibroids,  and  in  the  endeavour  to  give  relief  twenty-five 
fibroids  were  removed  on  September  23,  1896.  Twenty 
intra-mural  growths  were  enucleated,  and  five  were  liga- 
tured and  snipped  off,  being  pedunculated  and  subperitoneal. 
The  wound  healed  without  any  febrile  disturbance  and  her 
mental  condition  seemed  to  improve  for  three  weeks,  when 
she  became  incoherent,  sleepless  and  refused  her  food.  On 
October  26,  rather  more  than  a  month  after  operation,  her 
temperature  rose  to  102*2'  and  remained  there  for  two  days, 
dropping  to  normal.  Her  mental  condition  remained  the 
same.  On  November  6  the  temperature  again  rose,  and  on 
the  8th  reached  105*2'^  accompanied  with  wild  delirium. 
On  the  9th  she  became  comatose,  and  died  November  10, 
three  weeks  after  the  operation  had  been  quite  recovered 
from. 

A  post-mortem  showed  very  distinct  thickening  of  the 
membranes  of  the  brain,  with  deposits  of  lymph  both  old 
and  recent.  There  was  intense  congestion  of  the  meninges 
and  oedema  of  the  arachnoid.  The  uterus  was  normal  in 
size,  adherent  to  the  abdominal  wall  and  to  the  neighbour- 
ing organs  by  loose  bands  of  lymph.  No  signs  of  inflamma- 
tion or  suppuration. 

Case  VII. — Mrs.  A.,  aged  51,  admitted  to  hospital  October 
5,  1896,  when  the  previous  case  was  considered  out  of 
danger.  Twelve  years  ago  she  had  laparotomy  performed 
in  London  and  had  not  since  been  unwell  till  two  years  ago 
when  metrorrhagia  began.  She  was  very  much  blanched 
from  loss  of  blood  and  her  condition  was  very  unfavourable. 
The  absence  of  shock  in  the  previous  case  encouraged  me 
to  operate  and  twenty-three  fibroids  were  removed,  so 
similar  in  size  and  kind  to  those  removed  in  Case  IV.  that 
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they  were  not  photographed.  There  was  no  shock,  and  no 
disturbance,  and  no  temperature  for  two  days ;  then 
persistent  vomiting  and  abdominal  distension  set  in,  and 
she  died  from  obstruction  of  the  bowels  on  the  fifth  day. 
Colotomy  failed  to  give  relief.  About  six  inches  of  small 
intestine  were  found  gangrenous  without  any  apparent 
reason.    There  was  no  peritonitis  or  uterine  complication. 

Case  VIII. — Miss  H.,  aged  36,  admitted  to  the  private 
ward  of  the  Royal  Southern  Hospital  on  March  i,  1897, 
suffering  from  severe  dysmenorrhoea,  pain  across  the  lower 
part  of  the  abdomen,  great  irritability  of  bladder  and  fre- 
quent micturition  both  by  day  and  night.  The  dysmenor- 
rhoea has  existed  for  several  years,  but  the  bladder  troubles 
have  only  been  in  existence  for  rather  more  than  a  year.  A 
year  ago  she  placed  herself  under  medical  treatment  with 
temporary  benefit,  but  since  last  November  she  has  been  a 
complete  and  very  uncomfortable  invalid. 

A  uterine  fibroid,  two  pounds  in  weight,  was  enucleated 
from  the  body  of  the  uterus  on  March  4  without  any  diffi- 
culty. The  uterine  cavity  was  not  opened  and  no  drainage 
was  used.  There  was  practically  no  trouble  afterwards 
except  a  little  phlebitis  of  the  left  leg  in  the  third  week.  I 
examined  the  patient  on  January  10,  1898.  Her  uterus  'was 
normal  in  size,  in  good  position,  and  she  was  quite  cured  of 
all  her  pelvic  troubles. 

Case  IX. — Mrs.  W.,  aged  31,  admitted  to  Hospital  April 
5,  1897,  suffering  from  uterine  fibroids,  producing  pressure 
symptoms,  of  which  the  most  prominent  was  frequent 
micturition.  She  was  practically  unable  to  carry  on  her 
work  as  a  nurse  through  the  infirmity,  and  as  there  also  was 
a  probability  of  marriage  pending,  her  mental  anxiety  on 
both  accounts  was  very  considerable. 

I  told  her  about  these  operations  and  advised  the  per- 
formance of  a  similar  operation  upon  her.  Some  one 
advised  the  operation  being  done  in  London,  where  she 
would  be  near  her  friends.  I  then  explained  to  her  the 
different  methods  of  dealing  with  her  case  and  warned  her 
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against  the  mutilating  operations,  and  that  I  thought  she 

should  have  the  fibroids  alone  removed.    After  consulting 

several  medical  men  in  London  she  returned  to  Liverpool, 

because  she  said  no  one  offered  to  perform  the  operation  I 

have  described,  and  some  said  that  such  an  operation  was 

not  possible.     Four  fibroids  were  removed  on  April  8,  1897. 

The  temperature  and  pulse  remained  perfectly  normal  for 

fourteen  days,  then  a  misunderstanding  arose  between  the 

friends  of  the  nurse  and  her  attendants,  the  wound  suppur- 

ated  and  some  phlebitis  supervened.    There  was  never  any 

danger,  but  the  convalescence  was  delayed,  and  she  was 

not  able  to  leave  the  hospital  until  June  23.    The  uterus 

was  then  small  and  in  good  position.     I  had  a  letter  from 

this  patient  on  January  21,  1898,  saying  she  had  gained  a 

stone  in  weight  since   before  operation.     Her  menstrual 

periods  are  natural,  but  rather  frequent,  and  quite  free  from 

pain.    There  is  no  return  of  the  kidney  trouble.     She  says  : 

"  I  am  so  grateful  to  you,  doctor,  for  all  you  have  done  for 

me.    You  don't  know  what  a  pleasure  it  is  to  go  to  bed  and 

to  be  able  to  rest  without  being  disturbed.    The  operation, 

from  the  bladder  point  of  view,  was  a  great  success." 

Case  X. — ^A  cook,  aged  30,  admitted  to  the  Workhouse 
Hospital,   October  3,  1897,   complaining  of   pain,  weight, 
bladder    irritation,    and  menorrhagia  for  four   years,  and 
during  all   that  time  she  has  been  unable  to  work.     She 
was  very  anaemic  on  admission.     Four  years  ago  a  tumour 
was   removed   by  the  vagina  at  a  neighbouring  hospital 
without    any   relief.      On    October   13  twelve  intra-mural 
fibroids  were  removed  in    the    usual  way.      The  uterine 
cavity  was  opened  and  a  pedunculated  intrauterine  fibroid 
polypus  was    removed,    and    three  others    were   removed 
from  outside  the  mucous  membrane.    The  convalescence 
was  practically  uninterrupted,  although    the    cavity  sup- 
purated.    This  was    due  to    my   depending  upon    gauze 
drainage  and  not  passing  a  drainage  tube  through.    She 
IS  now  (February  10)  walking  about,  feeling  well  except 
that  she  is  anaemic.     She  is  free  from  all  bladder  symptoms. 
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Case  XL — Mrs.  B.,  aged  35,  consulted  me  in  July  last 
for  metrorrhagia.  She  had  a  large  uterus  with  a  distinct 
tumour  in  the  fundus  diagnosed  as  a  fibroid.  Medicinal 
treatment  and  rest  were  prescribed,  and  up  to  the  end  of 
October  the  haemorrhage  was  kept  in  check.  In  October 
serious  flooding  set  in,  and  as  the  patient  lived  in  the 
country  some  distance  from  assistance  an  operation  was 
recommended.  On  opening  the  abdomen  a  diffused  swell- 
ing occupied  the  fundus.  The  uterus  was  opened,  and  the 
swelling  was  found  to  be  not  a  circumscribed  fibroid,  but  a 
mass  projecting  into  the  cavity  of  the  uterus.  The  thicken- 
ing was  shaved  off  from  the  inside  till  the  uterine  wall  was 
equal  all  around.  Then  the  mucous  membrane  of  the 
uterus  was  curetted  transperitoneally,  as  there  were  some 
villous  growths  upon  it,  and  the  cavity  was  then  washed 
out.  A  strip  of  gauze  led  from  the  uterine  cavity  into  the 
vagina,  and  the  uterine  wall  was  stitched  up  completely,  no 
gauze  being  used  to  pack  the  wound.  The  abdominal 
wound  was  closed  except  below,  where  a  small  strip  of 
gauze  was  inserted  down  to  the  peritoneum.  The  con- 
valescence was  quite  uninterrupted,  and  the  patient  has 
menstruated  twice  since  in  a  perfectly  normal  way.  The 
piece  removed  weighed  an  ounce.  It  had  the  microscopical 
structure  of  a  myoma,  but  seemed  to  me  a  nodular  thicken- 
ing of  the  uterine  fundus. 

Remarks, — ^We  have  thus  recorded  eleven  cases  of 
uterine  fibroids,  some  of  them  of  a  very  grave  character, 
treated  by  this  method  of  enucleation,  with  one  death  from 
the  operation.  This  death  was  not  so  much  due  to  the 
special  operation  per  se  as  to  an  accidental  complication 
that  may  follow  any  abdominal  section.  In  performing 
these  operations  it  must  be  remembered  that  I  had  to  feel 
my  way,  unassisted  by  any  clear  directions  either  from  text 
books  or  from  medical  journals;  for  though  enucleation 
is  named  by  gynaecologists,  it  evidently  has  been  reserved 
for  single  tumours,  and  only  very  infrequently  has  it  been 
performed  for  them. 
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With  the  experience  now  gained  I  think  the  mortaHty 
after  these  operations  will  in  the  future  compare  very  favour- 
ably with  any  operation  for  abdominal  tumours.  A  low  mor- 
tality being  secured,  the  non-mutilation  of  the  patient  should 
give  this  operation  a  tremendous  advantage  over  the  other 
deprivative  operations ;  for  even  women  near  the  meno- 
pause do  not  like  to  be  deprived  of  their  organs,  and  married 
ladies,  no  matter  how  dark  their  prospects  of  pregnancy 
may  be,  do  not  like  to  absolutely  lose  hope  of  ever  having 
a  child.  Young  women  with  troublesome  symptoms, 
sterile  women  with  fibroids,  but  without  troublesome 
symptoms,  can  all  be  relieved  without  interference  with  the 
ordinary  functions  of  the  uterus.  Mere  number  of  tumours 
is  no  contra-indication  to  the  operation,  nor  is  size  of 
tumour,  provided  it  has  not  absorbed  the  uterus  or  appen- 
dages and  left  nothing  worth  preserving. 

Haemorrhage  was  the  great  danger  dreaded  in  the  per- 
formance of  these  operations,  but  I  found  it  was  not  so 
great  as  anticipated,  and  that  it  could  be  controlled  by 
pressure  forceps  and  sponges  in  much  the  same  way  as  in 
operations  elsewhere.  The  treatment  of  after  oozing  was 
a  matter  of  great  concern.  It  was  necessary  to  prevent  any 
trickling  of  blood  into  the  abdominal  cavity,  and  at  the 
same  time  to  leave  the  uterus  inside  the  abdomen  in  a 
natural  position,  and  in  a  natural  state  when  the  wounds 
had  all  healed  up.  These  conditions  have  been  fully  attained 
by  the  method  of  treatment  adopted. 

The  removal  of  all  the  tumours  does  not  present  any 
difficulties.  The  uterine  walls  can  be  ransacked  quite  easily. 
Whether  these  tumours  will  grow  again  is  a  matter  for 
future  experience  to  decide.  What  experience  we  have  is 
against  such  growths,  as  the  effects  of  traumatism  has  always 
been  so  far  to  make  uterine  fibroids  shrink.  The  time 
necessary  for  a  fresh  crop  to  grow  would,  however,  gener- 
ally bring  such  cases  to  a  period  of  life  when  such  growths 
would  tend  to  cease  in  course  of  nature,  and  should  a  second 
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operation  become  necessary  there  is  no  reason  why  it  should 
not  be  performed. 

How  far  the  uterus  and  appendages  will  be  able  to  resume 
their  functions  of  pregnancy  and  parturition  has  not  been 
practically  settled  by  the  occurrence  of  these  states  on  patients 
operated  on.  There  are  no  a  priori  reasons,  however,  why 
such  occurrences  should  not  proceed  naturally,  as  nature 
tends  to  go  back  to  the  normal  condition  when  disturbing 
causes  have  been  removed. 

The  operation  is  a  plain,  straightforward  one,  much 
easier  than  pan-hysterectomy,  and  very  much  easier  than 
that  Chinese  puzzle  of  removing  a  comparatively  large  fibroid- 
laden  uterus  through  a  comparatively  narrow  vagina.  In 
some  cases,  no  doubt,  deprivation  of  the  uterine  organs  is 
not  of  great  moment,  and  in  other  cases  enucleation  may 
be  out  of  the  question,  so  that  I  do  not  recommend  it  as  a 
panacea  for  fibroids.  But  in  all  cases  enucleation  can  be 
considered  as  the  most  desirable  of  all  the  operations  for 
uterine  fibroids,  if  it  can  be  safely  and  conveniently  per- 
formed, and  1  can  recommend  the  method  of  treating  uterine 
fibroids  to  greater  consideration  at  the  hands  of  the  profes- 
sion than  it  has  so  far  obtained.  If  this  paper  will  have 
rendered  safer  the  operative  technique  of  enucleation  and 
extended  the  operation  further  than  the  very  limited  field 
enucleation  has  hitherto  held,  then  an  additional  resource 
will  be  placed  in  the  hands  of  gynaecologists  whereby 
troublesome  small  fibroids  can  be  removed  earlier  because 
by  the  so  much  milder  operation,  and  even  in  more  advanced 
cases  the  disease  may  be  removed  without  destroying  the 
functions  of  the  sexual  organs,  although  the  retention  of 
that  function  may  not  seem  to  the  operator  of  much  im- 
portance. 

The  President,  in  thanking  Dr.  Alexander  on  behalf  of 
the  Fellows  for  his  important  and  interesting  paper,  said 
that  the  question  of  enucleation  of  fibroids  was  not  a 
new  one,  the  operation  being  associated  with  the  name 
of  Sir  Spencer  Wells,  who  was  one  of  the  first,  if  not  the 
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first,  to  operate  in  this  way.  It  had  found  much  favour 
on  the  Continent,  though  not  much  in  this  country  or 
in  America.  The  question,  therefore,  demanded  careful 
consideration,  and  as  the  meeting  had  already  been  pro- 
longed beyond  their  usual  limits,  this  discussion  also 
would  be  postponed  till  their  next  meeting.  Dr.  Alexander 
had  kindly  promised  to  come  up  again  for  this  purpose,  if 
possible. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Thursday,  April  14,  1S98. 

Dr.  MACNAUGHTON-JONES,  President,  in  the  Chair. 

Present  :  45  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society :  R.  F.  Bakewell,  M.B.,  London ;  Henry  Disney, 
M.D.,  Chiswick ;  G.  A.  Gunton,  L.R.C.P.,  Chelsea ;  Thomas 
Neville,  M.D.,  London;  George  Rice,  M.D.,  Durham; 
P.  A.  Roden,  M.B.,  Droitwich  ;  E.  I.  Scott,  M.D.,  Brighton ; 
A.  Trower,  M.R.C.S.,  Kensington. 

The  following  gentlemen  were  proposed  for  election : 
F.  J.  Buler-Hogan,  M.D.,  Lejrton ;  T.  Carwardine,  M.S., 
Bristol;  H.  Chestnutt,  L.R.C.P.E.,  Tralee,  Ireland;  J.  J. 
Clarke,  L.R.C.P.I.,  Walthamstow ;  Owen  C.  Coker,  L.R.C.P., 
London ;  E.  T.  Flynn,  L.R.C.P.L,  Clapham ;  R.  E.  Foott, 
L.R.C.P.E.,  Wood-Green  ;  W.  F.  Kingston,  M.D.,  Deptford ; 
H.  Oppenheimer,  M.D.Heidi.,  London ;  J.  Inglis  Parsons, 
M.D.Durh.,  Mayfair ;  R.  B.  Sealy,  L.R.C.S.I.,  Disley ;  J.  P. 
Simpson,  M.D.Glasg.,  London ;  A.  Spearing,  L.F.P.S.G., 
Shaw,  Lanes. ;  W.  J.  Sprott,  M.D.Dub.,  Beeston,  Notts;  E. 
W.  Stoker,  L.R.C.P.I.,  London ;  F.  J.  A.  Waring,  M.D.Brux., 
Brighton ;  W.  Wigglesworth,  L.R.C.P.E.,  London ;  A.  W. 
Wigmore,  L.R.C.P.,  London;  Daniel  Wilson,  M.D.Dub., 
Bushey  Heath  ;  Thomas  Wilson,  M.D.Lond.,  Birmingham. 

Card  Specimens. 

By  Dr.  Macnaughton-Jones. 
Hcemorrhage  into  the  Ovary^  and  Cystic  Ovary  causing 

Odphoralgia  and  Dysmenorrhcea, 

Adnexa  removed  by  Dr.  Macnaughton-Jones  for  per- 
sistent ovarian  pain.   Patient  was  married,  aged  30.  She  had 
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su£Fered  from  retroversion  and  constant  ovarian  pain,  and 
had  tried  various  forms  of  treatment.  Her  last  pregnancy 
was  five  years  previously,  and  there  was  one  subsequent 
miscarriage.  She  was  greatly  reduced  in  weight,  and  her 
general  health  had  suffered  for  over  two  years.  At  the  time 
of  the  operation  the  uterus  was  enlarged  and  retroverted. 
The  adnexa  were  also  enlarged  and  painful.  The  pain  had 
been  constant  for  some  years.  On  completing  the  oopho- 
rectomy the  uterus  was  found  to  be  in  so  normal  a  position 
that  hysteropexy  was  deemed  unnecessary.  The  subsequent 
history  of  the  case  proved  that  this  conclusion  was  correct. 

Mr,  Targett's  Report  on  the  Ovaries. — Right  Ovary. — Not 
enlarged,  surface  somewhat  wrinkled  but  free  from  adhesions. 
On  section,  numerous  cysts  are  seen,  the  largest  one-third 
of  an  inch  in  diameter.  Several  of  the  cysts  have  a  con- 
voluted white  lining  membrane,  others  are  smooth-walled, 
and  contain  dark  fluid. 

Left  Ovary. — The  naked  eye  characters  are  very  similar^ 
but  there  is  one  larger  cyst  with  a  wrinkled  lining  mem- 
brane. The  Fallopian  tube  and  meso-salpinx  are  normal  on 
both  sides. 

Microscopically,  both  ovaries  show  young  ova,  with  old 
corpora  lutea. 

The  cysts  are  due  to  dilatation  of  follicles  or  to  cystic 
changes  in  corpora  lutea.  They  have  no  epithelial  lining. 
No  interstitial  epithelioid  cells  have  been  detected. 
Dysmenorrhcea. — Dr.  Macnaughton-Jones  showed  the 
adnexa  removed  from  a  patient  for  incurable  dysmenorrhcea. 
The  uterus  had  been  previously  operated  upon  for  sterility 
and  dysmenorrhcea.  There  was  one  pregnancy,  and  then 
a  return  of  the  dysmenorrhcea,  attended  by  erosion  of  the 
cervix.  She  was  curetted,  without  avail.  The  pain  con- 
tinued, and  oophorectomy  was  performed  on  Feb.  i,  1898. 

Mr.  Targetfs  Report  on  Ovaries. — The  right  ovary  is  of 
normal  size  and  shape,  the  surface  is  somewhat  nodular 
from  thickening  of  the  cortex,  and  on  section  it  shows  a 
large  blood  clot  of  three-quarters  of  an  inch  in  diameter. 


64  The  British  Gynacological  Society 

Microscopically,  there  is  marked  congestion  of  all  the  vessels 
of  the  ovary,  and  this  has  caused  a  large  haemorrhage 
(apoplexy)  into  an  old  follicle. 

The  blood  cyst  is  well  encapsuled,  and  there  is  evidence 
of  commencing  organisation  at  the  periphery.  Many  ova  in 
various  stages  of  development  may  be  seen,  as  well  as  old 
corpora  lutea. 

On  the  left  side  there  is  a  recent  corpus  luteum,  and 
many  small  serous  cysts  due  to  distension  of  follicles.  The 
Fallopian  tubes  and  abdominal  ostia  are  normal. 

By  J.  FuRNEAUx  Jordan. 
Unruptured  Tubal  Pregnancy  (Right), 

This  specimen  was  removed  on  September  2,  1897,  from 
a  patient  aged  34 ;  married  sixteen  years.  Eight  years  ago 
had  an  "  Alexander's  operation,"  done  for  her  by  Mr.  John 
W.  Taylor,  and  four  years  subsequently  the  same  surgeon 
operated  again  for  a  left  hydro-salpinx  with  a  twisted  pedicle. 

History  of  Present  Illness. — Menstruation  regular  till  May 
last ;  missed  her  periods  in  the  beginning  of  June  and  July. 
Began  to  lose  on  July  10,  and  has  been  losing  on  and  off 
ever  since  up  to  date  of  taking  these  notes,  viz.,  September  i. 

With  the  first  loss  had  an  attack  of  severe  abdominal 
pain  with  some  collapse.  This  pain  lasted  about  a  week 
and  then  passed  off.    Very  little  pain  since. 

On  examination  a  firm  tender  swelling  could  be  felt  to 
the  right  of  the  uterus  and  rather  high  up. 

Specimen. — The  pregnancy  had  evidently  been  at  the 
uterine  end  of  the  tube  ;  so  close  to  the  uterus  was  it  that 
the  ligature  had  to  include  the  uterine  cornu.  Outer  end 
of  the  tube  appeared  to  be  normal.  No  blood  in  the 
peritoneal  cavity. 

In  the  unavoidable  absence  of  Dr.  Newman,  it  was 
decided  to  postpone  the  discussion  on  his  demonstration 
on  "  The  Bacteriology  of  the  Genital  Tract "  till  such  time 
as  he  could  be  present. 
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Adjourned  Discussion  on  Dr.  Alexander's  Paper  on 
"The  Enucleation  of  Uterine  Myomata." 

Mr.  Bland  Sutton  first  congratulated  the  Society  on 
the  fact  that  it  had   no   by-law   which   would   prevent   a 
paper   already   published    in    the    medical   journals   from 
being  printed  in  the  Society's  journal ;  for  it  was  through 
the   abstract    of    Dr.    Alexander's    paper    in    The    Medical 
Press  and    Circular  that    he    was  made   acquainted    with 
that  paper.    The  first  part  of   Dr.  Alexander's  communi- 
cation gave  him  much  pleasure ;   because  it  was  a  satis- 
faction   to   him    to   find   that    Dr.  Alexander  appreciated 
the  fact  that  fibroids  of  the  uterus  might  destroy  life  in 
many  cases  as  surely  as  malignant  disease,  though  more 
slowly;  and  he  endorsed  all  that  Dr.  Alexander  had  said 
on  this  point,  especially  as  to  the  way  in  which  they  might 
destroy  life,  viz.,   by  haemorrhage,   renal  disease,  &c.     It 
formed  another  plea  for  the  early  treatment  of  these  cases. 
As  regards  enucleation,  he  did  not  agree  with  Dr.  Alexander 
to  the  extent  that  he  would  like.     It  had  long  been  the  aim 
of  all  who  were  interested  in  this  branch  of  surgery  to 
save  organs ;  but  when  they  read  the  results  of  Continental 
operators,   who  were   not   beset  with  so  much   sentiment 
as  aflfected  them   in   England,  they  found  that  enuclea- 
tion had  been  attended  with  more  disastrous  results  than 
hysterectomy,  even  in  the  hands  of  such  eminent  operators 
as   Pozzi  and  others.     He  had  himself  tried  enucleation 
of  fibroids  in  eight  cases,  all  of  which  recovered,  and  his 
experience  was  like  that  of  Alexander  to  this  extent,  that  he 
found  it  a  quite  simple  operation,  as  far  as  the  enuclea- 
tion   itself    was    concerned;    as    simple,    indeed,    as    the 
enucleation  of  cysts  from  the  broad  ligament.     But  then 
aften^'ards  there  was  the  oozing !     If  Dr.  Alexander  could 
suggest  a  method  by  which  this  could  be  avoided,  then  he 
(Mr.  Sutton)  would  find  himself   in   sympathy  with  him. 
In  three  cases  in  which  he  was  anxious  to  perform  enu- 
cleation, he  found  himself  obliged,  on  account  of  oozing, 
vol.  XIV. — ^NO.  53.  5 
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to  do  hysterectomy ;  whilst  in  other  cases  he  had  had 
to  remove  one  ovary,  or  tie  the  uterine  artery,  for  the 
same  purpose.  If  they  could  tie  the  uterine  arteries 
before  their  entry  into  the  uterus,  then  enucleation  would 
be  a  good  operation.  It  seemed  to  him  that  the  objections 
to  enucleation  were  :  (i)  the  difficulties  due  to  haemorrhage ; 
(2)  the  long  convalescence ;  (3)  the  long  duration  of  the 
operation  ;  (4)  the  troublesome  sinus.  It  was  a  risk  to  take 
a  tumour  from  the  uterus,  and,  after  thinking  the  haemorrhage 
was  over,  to  find  oozing  going  on  from  the  cut  edges.  Though 
his  eight  cases  were  successful,  they  were  long  and  anxious, 
and  there  was  a  sinus.  On  the  other  hand,  if  they  took 
away  the  uterus,  but  left  at  least  one  ovary,  the  operation 
could  be  done  in  half-an-hour,  or  in  an  hour  at  most ;  and 
in  eighteen  days  the  patient  was  able  to  walk  about ;  whilst 
enucleation  would  take  at  the  least  an  hour ;  and  con- 
valescence took  five  or  six  weeks.  During  this  time  there 
was  the  anxiety  of  haemorrhage,  and  in  the  end  there  i^'as 
the  sinus.  If  these  two  latter  factors  could  be  obviated, 
enucleation  would  be  a  satisfactory  procedure  ;  and  he 
hoped  the  time  would  come  when  this  would  be  the  case. 
There  was  another  reason  why  they  should  not  hesitate  to 
remove  the  uterus  ;  most  fibroids  developed  after  the  child- 
bearing  period,  and,  therefore,  in  many  cases  after  a  long, 
fertile  married  life.  Of  course,  there  were  cases  in  which 
the  patient  was  young,  and  wished  for  children,  and, 
indeed,  in  one  of  his  cases  of  enucleation,  pregnancy 
followed.  But  in  most  cases  the  uterus  had  become  a 
non-vital  and  unimportant  organ  ;  and  it  could  well  be 
spared  if  at  least  the  ovary  was  left.  Until  enucleation 
was  on  a  better  footing,  the  patient  would  generally  do 
better  to  keep  her  ovaries  and  part  with  the  uterus.  He 
did  not  wish,  however,  to  decry  enucleation;  for  there 
were  some  cases  in  which  it  could  be  advantageously 
done ;  but  at  present  he  felt  sure  that  it  would  be  limited 
to  comparatively  few  cases.  No  doubt  Dr.  Alexander  had 
had  the  same  experience.     He  did  not  know  of  any  case 
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in  which  the  operator  had  enucleated  so  many  fibroids  as 
Dr.  Alexander  had  done,  and  in  conclusion,  he  felt  that 
their  thanks  were  due  to  him  for  the  frank  and  fair 
way  in  which  he  had  brought  these  cases  before  the 
Society. 

Dr.  W.  Smyly  (Dublin)  agreed  with  Mr.  Bland  Sutton 
that  this  operation  was  very  good  in  a  limited  number  of 
cases ;  but  that  where  the  patient  had  passed  the  child- 
bearing  period,  and  the  uterus  was  a  useless  organ,  hysterec- 
tomy was  better.  Enucleation  was  specially  indicated  in  the 
case  of  young  women  with  one  or  very  few  myomata.  He 
had  operated  in  five  cases  in  this  way,  and  in  these  there 
was  only  one  fibroid  nodule ;  he  lost  one  patient  from  sepsis ; 
the  others  recovered,  and  had  remained  well.  In  addition 
to  what  Mr.  Sutton  had  said  about  haemorrhage,  there  was  a 
risk  of  other  fibroids  developing  later ;  but,  perhaps,  the 
strongest  argument  against  enucleation  was  the  fact  that 
Martin,  of  Berlin,  its  originator  and  main  developer,  had 
he  believed  abandoned  it  of  late. 

Dr.  Granville  Bantock  thought  that  the  two  previous 

speakers  had  missed  the  main  point  of  the  paper.    About 

enucleation  itself  there  was  nothing  new ;  Dr.  Alexander's 

innovation  consisted  in  the  application  of  the  method  to 

multiple  myomata.     Martin,  of  Berlin,  had  found  that  the 

nearer  the  operation  was  carried  to  the  uterine  cavity,  the 

greater  was  the  danger ;  in  addition,  there  was  the  risk  of 

haemorrhage.      The    enucleation    itself    was    not    difiGicult, 

though  he  could  not  agree  with  Mr.  Bland  Sutton  that  it 

was  as  easy  as  the  enucleation  of  a  parovarian  cyst.     But 

the  question  was,  how  would  Dr.  Alexander  deal  with  a  case 

in  which  there  was  one  fibroid  in  the  anterior  and  one  in 

the  posterior  wall  of  the  uterus  ?     He  had  recently  a  case  of 

a  fibroid,  a  pound  in  weight,  in  the  posterior  wall  of  the 

uterus ;  after  enucleating  it,  a  large  cavity  was  left.    Then 

on  the  anterior  aspect  of  the  uterus  there  was  another  fibroid, 

so  he  decided  to  take  away  the  whole  uterus.    This  he  did 

with  a  good  result.    The  taking  out  of  a  dozen  or  more 
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fibroids  was  a  work  of  supererogation,  for  such  a  uterub 
could  not  be  of  much  use  to  the  patient ;  and  he  thought 
that  in  such  a  procedure  Dr.  Alexander  would  not  have 
many  imitators.  Mr.  Sutton  had  stated  that  fibroids 
attacked  women  after  the  child-bearing  period ;  but  most 
of  them  occurred  between  the  ages  of  30  and  40,  and  this 
was  by  no  means  past  the  child-bearing  age.  He  had 
recently  had  two  cases  of  normal  delivery  at  term,  one  over 
40,  and  one  under  30,  though  they  suffered  from  fibroids. 
He  felt  that  there  was  a  tendency  to  operate  too  much 
in  these  cases ;  many  had  no  symptoms ;  very  few  died 
from  haemorrhage,  perhaps  rather  more  from  kidney  disease 
and  general  impairment  of  health.  But  since  it  was  found 
that  many  women  suffered  nothing,  and  were  able  to  bear 
children,  he  thought  they  ought  to  stay  their  hand.  The 
more  experience  he  had,  the  less  he  was  inclined  to  operate. 
Mr.  BOWREMAN  JESSETT  thought  the  main  point  \i^ 
not  the  enucleation  of  fibroids,  but  the  way  in  which  this 
was  done  by  Dr.  Alexander,  viz.,  bringing  the  edges  of  the 
sac  to  the  surface  and  packing  with  gauze  so  as  to  make 
the  wound  extra-peritoneal.  He  felt  sure  that  Dr.  Alexander 
would  not  operate  on  all  cases  by  this  method.  But  he 
would  like  to  know  the  ultimate  results  in  a  case  like  that 
in  which  eleven  fibroids  were  removed,  for  he  should  think 
that  in  such  a  case  the  other  fibroids  would  grow  and  cause 
trouble  in  the  future.  As  regards  Mr.  Sutton's  view  that 
these  cases  would  destroy  life,  though  slowly  in  some  cases, 
he  was  at  variance  with  him.  He  did  not  think  these 
growths  killed  the  patient,  and  he  would  urge  that  there 
should  not  be  too  much  hurry  in  removing  them.  But 
when  interference  was  necessary,  he  thought  it  was  easier  to 
take  away  the  whole  uterus  than  to  enucleate.  He  agreed 
with  Mr.  Sutton  that-  a  woman  with  two  ovaries  and  no 
uterus  was  in  a  better  position  than  a  woman  with  a  uterus 
and  no  ovaries  ;  and  so  he  felt  that  a  woman  who  had  had 
a  double  ovariotomy  done  was  in  a  worse  condition  than 
one  who  had  had  her  uterus  removed. 
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Mr.  J.  FuRNEAUX  Jordan  (Birmingham)  said  he  would 
like  to  know  how  Dr.  Alexander  arrested  haemorrhage :  in 
his  early  cases  he  used  perchloride  of  iron ;  but  what 
method  did  he  employ  in  the  later  cases  ?  In  a  case  with 
several  nodules,  he  should  think  it  was  impossible  to  unite 
the  edges  to  the  abdominal  wound.  For  his  own  part,  it 
seemed  to  him  that  an  operation  should  not  be  done  unless 
all  the  surfaces  could  be  brought  into  apposition  with  deep 
sutures,  {iow  did  Dr.  Alexander  manage  this  when  there 
were  several  nodules  ?  He  thought  hysterectomy  was  the 
easier  operation. 

Dr.  Herbert  Snow  observed  that  Dr.  Alexander's 
operation  was  that  of  enucleation  of  multiple  fibroids.  He 
had  brought  it  forward,  not  from  the  point  of  view  of  its 
ease  or  safety,  but  as  conserving  the  child-bearing  organs ; 
by  this  it  must  stand  or  fall.  In  such  a  case  as  the  one  in 
which  he  removed  thirty  fibroids,  what  reason  had  he  for 
thinking  that  a  uterus  so  far  diseased  could  resume  its 
functions  ? 

Dr.  Heywood  Smith  thought  that  this  method  should 
be  called  "  enucleation  by  coeliotomy,"  in  contra-distinction 
to  the  more  generally  understood  operation  of  enucleation 
through  the  os  uteri.     When  a  uterus  was  studded  with 
fibroids,  he  thought  it  was  much  better  to  remove  the  whole 
organ.    As  regards  pregnancy,  all  depended  on  the  position 
of  the  fibroid  ;   when  in  the  fundus,  there  was  no  reason 
why  pregnancy  should  not  end  safely  at  term  ;  but  when  in 
the  cervix  there  was  considerable  danger.     For  the  oozing 
from  the  cavity,  he  thought  that  tincture  of  matico  was  not 
used  as  often  as  it  deserved.     He  had  a  case  where  a  fibroid 
was  adherent  to  the  floor  of  the  pelvis.    ...    On  being 
separated  this  naturally  bled  rather  freely.     He  packed  a 
sponge  wrung  out  of  tincture  of  matico  into  the  cavity,  and 
when  he  came  to  close  the  abdomen,  there  was  no  further 
oozing.    When  there  was  some  contractile  tissue  left  super- 
ficial to  the  tumour,  the  contraction  would  be  enough  to 
stop  the  oozing. 
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Mr.  Christopher  Martin  (Birmingham)  agreed  with 
Dr.  Bantock  and  Mr.  Jessett  that  they  ought  to  be  very 
careful  in  the  selection  of  cases.  The  reduction  of  mor- 
tality had  led  many  surgeons  to  operate  when  no  operation 
was  needed.  But  granted  a  suitable  case  for  operation,  then 
if  there  were  more  than  one  nodule,  he  thought  enucleation 
was  more  risky  than  hysterectomy,  while  the  cure  was  not 
certain.  Lately  he  had  to  do  a  hysterectomy  in  a  case  in 
which  a  distinguished  surgeon  had  performed  enucleation 
five  years  previously.  At  the  time  of  the  first  operation, 
there  were  no  other  nodules  felt ;  yet  after  twelve  months 
the  symptoms  began  again,  and  when  he  did  hysterectomy 
there  were  several  myomata.  The  risk  of  enucleation  was 
great,  the  shock  was  great,  and  there  was  also  great  danger 
of  haemorrhage.  They  could  not  be  certain  of  curing  the 
patient,  and  they  left  behind  at  best  a  mutilated  uterus. 
He  agreed  with  what  Mr.  Sutton  had  said  as  to  the  relative 
value  of  the  uterus  and  ovaries.  A  woman  who  had  lost 
her  uterus  but  retained  one  or  both  ovaries  was  far  better 
off  than  a  woman  who  had  lost  both  her  ovaries  but 
retained  her  uterus.  He  thought  that  enucleation  should 
be  reserved  for  cases  in  w^hich  there  was  only  one 
myoma,  and  they  could  be  certain  of  effectually  controlling 
the  haemorrhage. 

Dr.  C.  H.  F.  ROUTH  remarked  that  there  seemed  to  be 
two  sets  of  opinions  in  the  Society ;  on  the  one  hand,  the 
heroic  operators,  on  the  other,  those  who  by  long  experience 
thought  that  too  many  operations  were  done.  He  quoted 
with  approval  the  practice  of  the  late  Mr.  Baker  Brown, 
as  illustrated  by  the  case  of  a  woman  with  three  fibroids, 
the  size  of  oranges,  projecting  from  the  sides  of  the 
uterus  into  the  vagina.  He  simply  cut  through  them 
without  trying  to  enucleate  them,  and  they  disappeared. 
Modern  surgeons  would  have  done  a  more  complete  opera- 
tion, probably  with  no  better  results.  In  cases  of  haemor- 
rhage, he  wondered  that  men  had  not  adopted  the  plan 
of    securing    the    arteries   before   doing  anything   to   the 
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uterus.  Those  who  practised  heroic  measures  were  setting 
aside  all  previous  experiences ;  and  he  would  ask  whether 
they  got  any  better  results.  Sometimes  mere  puncture  of  a 
fibroid  would  cause  it  to  disappear.  He  thought,  therefore, 
that  much  that  was  less  heroic  could  be  done  with  the  same 
advantage. 

Dr.  Hodgson  could  not  see  the  advantage  of  keeping 
the  uterus  after  its  nutrition  had  been  cut  o£F  by  tying 
the  arteries,  and  the  uterus  itself  had  been  mutilated  by  the 
enucleation  of  multiple  myomata. 

Dr.  Fred  Edge  (Wolverhampton)  cited  the  case  of  a 

large  fibroid  filling  the  pelvis  in   which  he  tried,   some 

years  ago,   to    remove   the    appendages.      In    doing    this 

he  tore  the  capsule  of  the  fibroid  and  so  had  to  go  on 

to  enucleate  it;  this  left  a  large  cavity  with  solid  walls, 

which  he    tried    unsuccessfully  to  close.     He  packed  it 

with     iodoform    gauze    and    stitched    it    to    the    wound 

margins.      Unfortunately,   the    patient  died  on  the  third 

day.    This   biassed  him  against  enucleation.    The  fibroid 

v^-as  on  the  posterior  wall,  and  there  was  much  tension. 

In  such   a  case  he  would  now  do  hysterectomy  ;    but  if 

he  did  enucleation,  he  thought  he  would  drain  through 

the  vagina.     What  was  the  relative  mortality  of  enucleation 

and  pan  hysterectomy  ?    They  were  anxious  to  preserve 

organs  ;   but,  after  all,  the  first  thing  was  to  preserve  life  ; 

and  he  thought  there  was  no  doubt  that  the  mortality  of 

enucleation  was  twice  as  great  as  that  of  hysterectomy. 

In  the    case    shown    in   Dr.    Alexander's    figure,  of    the 

uterus  removed  from  the  patient  who  died,  it  seemed  to  him 

that  the  patient  would  have  been   better,  had  she  lived 

without  a  uterus  at  all,  than  with  such  a  ragged  uterus.     He 

did  not  think  that  enucleation  would  take  the  place  of 

hysterectomy. 

The  President  said  they  were  much  indebted  to  Dr. 
Alexander  for  bringing  forward  this  subject ;  it  needed 
much  boldness  on  the  part  of  a  surgeon  to  bring  forward 
a  discredited  operation,  and  enucleation  had  been  almost 
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abandoned  both  in  England  and  abroad,  even  in  the  case 
of  a  large  single  tumour,  as  first  practised  by  the  late  Sir 
Spencer  Wells.  Martin,  of  Berlin,  after  a  large  experience, 
abandoned  it  because  of  his  mortality.  P^an  and  Schroeder 
had  also  given  it  up.  In  Dr.  Alexander's  paper  one  case 
was  reported  as  having  died  from  the  operation,  but  post- 
mortem  examinations  were  made  in  three  cases,  and  it  was 
well  to  look  at  the  ultimate  uncertain  results  of  a  mangled 
uterus  and  compare  them  with  the  certain  results  of 
hysterectomy.  Of  Dr.  Alexander's  cases  that  sur\'ived, 
one  had  phlebitis,  another  had  an  ugly  sinus.  The  mor- 
tality of  hysterectomy  in  skilled  hands  was  only  7  to  9 
per  cent.  As  regards  age,  most  of  Dr.  Alexander's  cases 
were  fairly  well  advanced,  and  consequently  past  the 
child-bearing  time.  Dr.  Alexander  had  remarked  that 
the  removal  of  a  fibroid  uterus  by  the  vagina  was  a  Chinese 
puzzle  ;  but  performed  in  the  proper  way  it  could  be  done 
with  comparative  ease  and  safety.  Dr.  Alexander  really 
put  the  whole  matter  in  a  nutshell  when  he  said  in  his 
paper  :  "  Granted  a  low  mortality,  the  non-mutilation  of 
the  patient  should  give  this  operation  a  tremendous  adx'an- 
tage  over  the  other  deprivative  operations."  But  they 
had  not  time  as  yet  to  judge  of  Dr.  Alexander's  results, 
as  his  cases  were  of  too  recent  a  date. 

Dr.  Alexander,  in  reply,  thanked  the  Fellows  for  the 
way  in  which  they  had  received  his  paper,  and  for  their 
frank  criticisms.  He  would  answer  the  points  raised 
seriatim.  As  regards  oozing  :  this  was  his  great  fear  when 
he  began  the  operation ;  and  one  of  his  main  points  vi^s 
to  guard  against  it,  but  he  was  surprised  to  find  how  small 
the  amount  was.  At  first  he  used  perchloride  of  iron,  but 
now  he  packed  with  iodoform  gauze.  He  only  made  one 
opening  into  the  uterus ;  this  was  an  essential  part  of  the 
operation  ;  and  owing  to  the  stitching  of  the  edges  of  this 
one  opening  to  the  abdominal  incision,  no  haemorrhage 
could  take  place  into  the  abdominal  cavity.  Further,  in 
hysterectomy  if  one  artery  were  allowed  to  escape  it  meant 
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grave  risk,  but  this  was  not  the  case  with  enucleation ;  in 

fact,  by  keeping  to  the  mid-line  of  the  uterus  there  was  no 

need  to  tie  the  uterine  artery.    As  regards  convalescence, 

this  was  long  when  perchloride  of  iron  was  used,  in  the 

other  cases  it  was  no  doubt  longer  than  after  hysterectomy, 

but  not  much  ;  but  in  his  cases  it  seemed  longer  because 

the  patients  were  allowed  to  stay  in  hospital  till  they  were 

strong.     The  operation  itself  took  half  to  one  hour,  and  was 

really  shorter  than  hysterectomy.     As  regards  the  sinus,  this 

resulted  at  first  because  he  was  afraid  to  use  catgut,  and  so 

employed  silk  in  his  early  cases.    When  he  used  catgut,  no 

sinus  resulted,  but  he  would  point  ,out  that  a  sinus  might 

result  after   ovariotomy.     He   did   not  advise   interference 

in  all  cases  of  fibroid  ;  he  only  took  it  for  granted  that  they 

had  to  be  operated  on  sometimes,  and  in  such  cases  the 

operation  could   be   done   earlier  than   hysterectomy,  and 

without   mutilating  the  patient.    The   question   of  leaving 

fibroids    behind    was    an    important    one,    and    the    case 

mentioned  by  Mr.  Christopher  Martin  was  very  much  to 

the  point.     It  was  too  soon  to  speak  of  late  results,  but  he 

might  remark  that  the  opening  of  the  uterus  often  interfered 

with  the  life  of  a  fibroid,  and  he  believed  that  it  would  not 

often   be   necessary  to  operate  a  second  time.     Moreover 

by  his  operation  the  uterus  could  be  searched  completely 

and  it  was  very  easy  to  tell  if  there  were  any  nodules  left 

behind.     He  knew  the  operation  had  been  tried  and  given 

up ;  but  this  was  no  reason  for  not  trying  it  again  :   he 

might  mention  that  after  he  had  brought  out  his  operation 

on  the  round  ligament  he  found  that  it  had  been  tried  and 

given  up  three  times.     In  reply  to  Dr.  Bantock's  question, 

if  there  were  a  fibroid  in  front  and  one  behind,  both  could 

be  brought  out  through  one  incision,  as  in  one  of  the  cases 

on  his  list     He  did  not  say  the  operation  was  suitable  for 

all  cases ;  but  it  was  at  least  of  wide  application.     It  had 

been  urged  that  a  mauled  uterus  was  no  use,  but  it  was 

surprising  what  nature  could  do  with  their  rough  work  : 

and  a  mauled  uterus  might  recover  and  perform  its  func- 
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tions.  But  this  was  a  point  for  the  future  to  decide.  As 
regards  the  mortalityi  one  patient  died  from  the  operation, 
a  second  died  seven  weeks  later  of  brain  disease,  and  a 
third  eight  months  later  of  cancer  of  the  liver.  The  last 
two  could  not  be  in  any  way  attributed  to  the  operation ; 
this  brought  the  mortality  to  i  in  1 1,  or  9  per  cent.  Since 
beginning  enucleation  he  had  done  hysterectomy  only  once, 
and  in  that  case  because  there  was  very  little  tissue  covering 
the  myoma.  He  thought  that  enucleation  would  at  least 
give  them  another  alternative  to  hysterectomy. 
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Extra-Uterine.  Pregnancy.^ 
By  John  W.  Taylor,  F.R.C.S.Eng. 

Lecture   I. — ^Tubal  Pregnancy  and   its   Earlier 

Complications. 

/.  Introductory  and  Historical. 

Mr.  Dean  and  Gentlemen,  —  On  looking  over  the 
whole  domain  of  practical  medicine  there  is,  perhaps,  no 
one  disease  which,  during  recent  years,  has  sd  notably 
emerged  from  obscurity  into  prominence,  about  which 
more  has  been  learnt,  and  in  the  treatment  of  which 
more  has  been  achieved,  than  that  which  I  have  taken 
as  the  subject  of  the  Ingleby  Lectures  for  1898. 

Some  twenty  years  ago,  the  advance  of  which  I  have 
spoken  received  its  first  impetus  from  the  initial  work  of 
one  of  my  predecessors  in  this  lectureship,  Mr.  Lawson 
Tait,  and  from  the  remarkable  book  of  Dr.  Parry,  which 
was  founded  on  the  records  of  500  cases,  and  still  remains 
a  model  of  patient  investigation  and  labour. 

Although  several  operations  had  been  undertaken  for 
the  removal  of  an  extra-uterine  foetus,  at  or  beyond  the 
normal  period  of  gestation,  and  at  least  one  case  of  early 
extra-uterine  gestation  had  been  successfully  relieved  by 
vaginal  section  (Dr.  Thomas,  February  7,  1875,  New  York 
Medical  Journal,  June  1875),  no  operative  eflFort  had  been 
made  at  this  time  to  control  the  haemorrhage  due  to  rupture 
of  the  sac  and  to  save  the  victim  of  fatal  intra-peritoneal 

^  Ingleby  Lectures  for  1898. 
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bleeding  ;  and  Dr.  Parry  when  dealing  with  this  condition, 
wrote  in  words,  which  have  been  frequently  quoted,  but 
may  even  still  bear  repetition  : — "  A  bleeding  vessel  through 
which  the  red  stream  of  life  is  rushing  away,  can  be  ligated. 
A  gangrenous  limb,  which  is  destroying  its  possessor  by 
sending  its  poisonous  emanations  to  the  remotest  regions  of 
his  body,  can  be  amputated.  A  cancerous  breast,  which 
is  sapping  the  vitality  of  its  victim  hour  by  hour,  can  be 
removed  with  the  prospect  of  temporary  relief.  An  aneurism 
that  places  life  in  constant  jeopardy  can  often  be  cured  by 
proximal  or  distal  ligation.  The  tumultuous  motion  of  a 
heart  organically  diseased  may  be  quieted  till  nature  restores 
the  balance,  after  which  the  person  may  enjoy  a  long  and 
even  a  useful  life.  Even  phthisis  now  counts  its  many 
cures ;  but  here  is  an  accident  which  may  happen  to  any 
wife  in  the  most  useful  period  of  her  existence,  which  good 
authorities  have  said  is  never  cured,  and  for  which,  even  in 
this  age  when  science  and  art  boast  of  such  high  attain- 
ments, no  remedy,  either  medical  or  surgical,  has  been  tried 
with  a  single  success.  From  the  middle  of  the  eleventh 
century,  when  Albucasis  described  the  first  known  case  of 
extra-uterine  pregnancy,  men  have  doubtless  watched  the 
life  ebb  rapidly  from  the  pale  victim  of  this  accident,  as  the 
torrent  of  blood  is  poured  into  the  abdominal  cavity,  but 
have  never  raised  a  hand  to  help  her.  Surely  this  is  an 
anomaly,  and  it  has  no  parallel  in  the  whole  history  of 
human  injuries.  The  fact  seems  incredible,  for  if  one  life 
is  saved  by  active  interference  it  may  be  triumphantly 
pointed  to  as  the  first  and  only  instance  of  the  kind  on 
record.  In  the  whole  domain  of  surgery,  for  we  cannot 
look  to  other  than  surgical  measures  under  the  circumstances, 

there  is  now  left  no  field  like  this The  only 

remedy  that  can  be  proposed  to  rescue  a  woman  under 
these  unfortunate  circumstances  is  gastrotomy,  to  open  the 
abdomen,  tie  the  bleeding  vessels,  or  to  remove  the  sac 
entire." 

This  definite    appeal   or  challenge  to  surgery  for  the 
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rational  treatmenf  of  tubal  rupture,  written  in  1875,  and 
repeated  with  more  or  less  force  by  many  of  the  older 
gynaecologists  (who  yet  lacked  the  courage  to  act  upon 
their  convictions),  was  finally  taken  up  by  Mr.  Tait,  who 
deliberately  operated  for  tubal  rupture  in  1883. 

His  practice  was  soon  followed  by  other  surgeons,  both 
at  home  and  abroad,  and  the  era  of  siu'gical  treatment  for 
intra-peritoneal  haemorrhage,  due  to  tubal  rupture,  was 
definitely  started.  How  fertile  this  has  been,  how  many 
lives  have  been  saved  by  this  advance  in  surgical  treatment, 
it  is  almost  impossible  to  estimate,  but  we  know  that  no 
important  operation  of  modern  surgery  has  been  more 
successful  than  this,  and  the  work  that  has  been  done  has 
led  and  is  still  leading  to  a  better  knowledge  of  the  disease, 
its  consequences  and  complications,,  so  that  every  few  years 
since  this  date  has  brought  increase  of  light,  increase  of 
resource  and  increase  of  promise  for  the  future. 

The  lesions  found  and  specimens  removed  as  a  result 
of  operation  during  the  earlier  period  of  gestation  soon 
established  the  fact  that  all  cases  of  extra-uterine  pregnancy 
(as  Mr.  Tait  had  already  contended)  were  originally  tubal 
or  interstitial,  and  therefore,  that  the  varieties  which  had 
been  described  by  former  observers,  could  all  be  traced  to 
a  tubal  origin.  Later,  one  of  these  varieties,  the  sub- 
peritoneo-pelvic  or  sub-peritoneo-abdominal  form  of  "broad 
ligament  pregnancy"  was  very  fully  investigated  and  de- 
scribed by  Dr.  Berry  Hart  and  Mr.  Carter,  and  their  mono- 
graph remains  our  standard  of  reference  for  the  general 
method  in  which  the  peritoneum  may  be  displaced  by  the 
growth  of  this  variety,  and  for  the  actual  conditions  found 
in  two  examples.  Later  still,  Mr.  Bland  Sutton  drew  our 
attention  to  the  condition  known  as  "  tubal  mole "  and 
"tubal  abortion,"  in  which  the  Fallopian  tube  affected  by 
the  misplaced  pregnancy  is  found  to  contain  an  apoplectic 
ovum  instead  of  a  growing  foetus. 

Following  up  these  investigations,  I  showed  before  the 
Gynaecological  Society  in  1894,  that  the  abdominal  ostium 
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of  the  tube  in  these  cases  commonly  remained  open,  and 
that  intra-peritoneal  haematocele,  whenever  it  was  found, 
could  usually  be  traced  to  the  blood-drip  from  the  fimbriated 
end  of  a  tube  in  which  a  mole  of  pregnancy  had  formed, 
the  special  peculiarities  assumed  by  such  haematoceles  being 
considered  and  explained.  These  observations  and  con- 
clusions were  confirmed  by  those  of  Dr.  Cullingworth, 
and  the  existence  of  intra-peritoneal  haematocele,  a  definite 
tumour  due  to  intra-peritoneal  haemorrhage  (which  had 
been  apparently  denied  by  some  authors),  has  not  only  been 
again  established,  but  its  special  relation  to  tubal  mole  and 
to  bleeding  from  the  unruptured  tube,  is  now  accepted  by 
the  best  of  modern  writers. 

There  are  still  other  points  in  connection  with  the  sub- 
ject of  extra-uterine  pregnancy  that  demand  some  further 
investigation  and  fuller  explanation.  One  of  the  most 
important  of  these  is  the  exact  history  and  condition  of  the 
variety  known  as  abdominal  or  ventral.  That  this  is  a 
direct  secondary  development  of  tubal  pregnancy,  was  held 
by  myself  in  the  report  of  a  case  which  I  brought  before  the 
Obstetrical  Society  in  1891,  and  again  before  the  Gynaeco- 
logical Society  in  1892.  It  was  exhaustively  proved  also 
in  Dr.  Groom's  case  by  the  post-mortem  examinations  and 
reports  of  Dr.  Clarence  Webster,  but  the  cases  were  of 
somewhat  different  type  and  have  failed  to  leave  sufiBcient 
impress  on  the  current  literature  and  teaching  of  the  day. 

In  the  course  of  these  lectures  I  hope  to  be  able  not 
only  to  show  that  this  abdominal  or  ventral  pregnancy  is 
not,  as  Mr.  Tait  and  Mr.  Bland  Sutton  have  held,  a  mere 
secondary  result  of  the  broad  ligament  form,  but  that  it  is 
a  variety  having  only  very  rarely  any  connection  with  broad 
ligament  pregnancy,  a  variety  with  subsidiary  modifications 
under  one  or  other  of  which  it  is  possible  to  group  all  the 
cases  of  this  kind  that  have  been  hitherto  recorded. 

I  shall  also  endeavour  to  re-open  certain  questions  con- 
nected with  my  subject,  which  although  more  or  less  dog- 
matically settled  by  past  observers,  appear  to  my  mind  to 
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be  insufficiently  explained,  and  to  need  for  their  considera- 
tion an  open  mind  and  a  wider  knowledge.  To  this  part 
of  my  subject  belongs  the  question  of  causation. 

//.  Causation. 

Every  pregnancy  is  the  result  of  the  impregnation  of  the 
ovum  of  the  female  by  the  spermatozoon  of  the  male,  and 
the  normal  place  for  the  development  of  the  impregnated 
ovum  is  the  cavity  of  the  uterus,  while  the  channel  through 
which  the  ovum  must  pass  from  the  ovary  in  order  to  gain 
the  uterine  cavity  is  the  Fallopian  tube. 

The  tube  may  be  regarded  as  specially  fitted  to  be  this 
channel  for  the  reception  and  transit  of  the  ovum.  The 
delicate  plications  of  its  mucous  membrane  (seen  best  when 


Fig.  I. 

floated  under  water  as  in  the  accompanying  illustration) 
form  the  lightest  and  most  delicate  of  resting  places,  while 
the  innumerable  cilia  of  its  epithelium  waving  always  to- 
wards the  uterus  tend  to  sweep  the  ovum  onwards  and 
outwards.  These  plications  with  their  waving  cilia  are 
not  confined  to  the  tube  itself,  but  are  continued  over  the 
border  at  the  fimbriated  extremity  into  the  peritoneal  cavity 
and  usually  stretch  in  unbroken  line  from  the  tube  to  the 
ovary  itself.  Sometimes  this  "  ovarian  fimbria  "  is  remark- 
ably full  and  broad  (as  in  the  figure)  while  accessory 
fimbriae  both  around  the  abdominal  ostium  and  on  the 
sides  of  the  broad  ligament  complete  an  apparatus  for  the 
direction  of  the  ovum,  which  must  cause  a  marked  and 
ceaseless  current  from  the  ovary  to  the  tube.  Rarely  an 
accessory  ostium  is  found  as  in  fig.  2.     In  this  way  the 
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ovum  when  shed  is  swept  into  the  abdominal  ostium  of  the 
Fallopian  tube.  But  when  the  ovum  has  entered  the  tube 
it  may  be  considered  as  doubtful  whether  its  progress  is 
continuous  and   unmterrupted  until  it   enters   the  uterine 


cavity.  The  adult  Fallopian  tube  is  convoluted,  and  at  evcr\- 
bend  or  turn  is  bound  down  by  fibrous  bands  beneath  the 
serous  covering  (fig.  3).  Each  of  these  forms  a  ridge  or 
elevation  within  the  tube,  which  must  be  somewhat  difficult 


Fl<:.  3. 

to  pass,  and  the  progress  of  the  ovum  is  probably  retarded 
at  each  bend  of  the  tube  by  the  presence  of  these  bands. 
Whereabouts  in  its  passage  does  the  ovum  meet  the  sper- 
matozoon and  become  impregnated  F 
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Dr.  Ingleby,  in  whose  honour  these  lectures  were  insti- 
tuted, suggested  in  1834  that  there  was  no  fixed  place 
where  impregnation  occurred,  but  that  anywhere  during  its 
descent,  whether  in  tube  or  uterus,  it  was  possible  for  the 
conception  to  take  place. 

More  modern  writers,  on  the  other  hand,  have  usually 
iissumed  that  normal  impregnation  occurs  only  in  the  uterus. 
Mr.  Tait  writes,  "the  uterus  alone  is  the  seat  of  normal 
conception,"  and  "  the  function  of  the  ciliated  lining  of  the 
Fallopian  tube  is  to  prevent  spermatozoa  from  entering 
them ; "  vrhile  Mr.  Bland  Sutton  states,  "  It  is  reasonable  to 
believe  that  fertilisation  normally  happens  in  the  uterus,  but 
when  it  occurs  in  the  tubes  it  is  accidental,  and  tubal  gesta- 
tion is  the  consequence." 

The  only  ground  for  this  belief  appears  to  be  the  fact 
that  the  normal  attachment  and  development  of  the  impreg- 
nated ovum  is  within  the  cavity  of  the  uterus. 

It  was  formerly  held  that  the  direction  of  ciliary  move- 
ment in  the  uterus  was  from  the  cervix  to  the  fundus,  while 
that  in  the   Fallopian  tubes  was  from  the  fimbriae  to  the 
uterus  ;  therefore  that  the  passage  of  the  spermatozoon  was 
helped  by  ciliary  movement  towards  the  fundus  of  the  uterus, 
while  the  passage  of  the  ovum  was  similarly  assisted  from 
the  fimbriated  end  of  the  tube  towards  the  fundus.    On 
this  hypothesis  it  was  reasonable  to  suppose  that  the  fundus 
\\'as  the  normal  meeting  place  of  the  spermatozoon  and  the 
ovum,  and  that  here  normal  impregnation  alone  took  place. 
But  during  recent  years  the  direction  of  ciliary  movement 
within  the  uterus  has  been  ascertained  to  be  quite  other- 
wise, both  in  animals  and  women — an  examination  of  the 
freshly  extirpated    uterus    by   Hofmeier  proving  that  the 
direction  of  this  movement  is  from  the  fundus  to  the  cervix, 
and  therefore  that  its  direction  throughout,  from  the  fim- 
briated end  of  the  Fallopian  tube  to  the  neck  of  the  uterus, 
is  wholly  in   a  downward  and   outward   direction.     This 
'>eing  the  case,  the  function  of  ciliary  movement  cannot  be 
(as  Mr.  Tait  supposes)  to  prevent  the  entrance  of  sperma- 
VOL.  XIV. — NO.  53.  6 
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tozoa  or  none  could  enter  the  uterus.  On  the  contrary,  it 
has  been  directly  proved  that  the  active  movements  of  the 
spermatozoa  are  quite  sufficient  to  carry  them  against  the 
cuiTent  of  ciliary  movement,  and  human  spermatozoa  have 
been  actually  discovered  in  the  Fallopian  tubes  after  extirpa- 
tion of  the  appendages  (Duhrssen). 

Many  years  ago  (in  1838)  Bischoff  and  Barry  dis- 
covered spermatozoa  on  the  surface  of  the  ovaries  of 
bitches,  some  time  after  copulation  (Parry,  p.  45).  Mr. 
Tait,  referring  to  these  and  similar  researches  on  the  lower 
animals,  writes  as  follows  ;  "  Spermatozoa  have  been  found 
high  up  in  the  cornua  of  the  bipartite  uteri,  and  these 
cornua  have  been  erroneously  supposed  to  be  Fallopian 


Fig.  4. — Horn  of  uterus  of  bilch  (rei 
open;  Fallopian  tube  coursing  over  ov 
IxiBied  end  of  lube. 

tubes,  whilst  they  are  nothmg  of  the  kind.  The  Fallopian 
tubes  do  not  exist  save  in  the  higher  order  of  animals, 
who  have  assumed  the  upright  position."  This  criticism 
unfortunately  appears  to  be  founded  on  error.  The  Fallopian 
tubes  do  exist  in  the  lower  animals,  and  are  very  perfect 
structures  in  the  dog,  and  sheep,  and  heifer,  as  I  have  proved 
by  personal  dissection.  That  of  Ihe  dog  (or  bitch)  may  be 
seen  in  the  accompanying  sketch.  It  proceeds  from  one 
side  of  the  cornu  of  the  bipartite  uterus  (which  is  otherwise 
completely  closed)  and  after  a  winding  course  over  the 
ovarian  chamber — a  membranous  sac  enclosing  the  ovary 
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— it  opens  by  a  well-marked  fimbriated  extremity  within 
the  ovarian  chamber  itself.  Consequently  any  spermatozoa 
found  on  the  surface  of  the  ovary  must  have  passed  not 
only  through  the  cornu  of  the  uterus,  but  through  the  whole 
length  of  the  Fallopian  tube  also. 

Dr.  Strassmann,  who  has  quite  recently  collected  con- 
siderable evidence  on  the  subject  of  conception,  writes  as 
follows :  "  Fructification,  the  union  of  the  ovum  with  the 
spermatozoon,  takes  place  in  the  Fallopian  tube  probably  at 
the  fimbriated  end,  and  immediately  after  the  exit  of  the 
ovum  from  the  follicle  (Bischoff-His).  Accordingly,  we 
may  draw  the  conclusion  that  each  pregnancy  begins  as 
an  extra-uterine  one,  and  that  an  extra-uterine  pregnancy 
is  a  consequence  of  retarded  movement  of  the  fructified 
ovum." 

This  probably  goes  too  far.  The  uterine  ostium  of  the 
Fallopian  tube  when  xontracted  cannot  favour  the  ingress 
of  spermatozoa  to  the  tube,  and  the  entrance  (or  not)  of 
spermatozoa  must  depend  largely  on  the  dilatation  (or  con- 
traction) of  the  ostium.  Sometimes  the  passage  from  the 
uterus  to  the  abdomen  must  be  very  free,  and  especially 
so  when  the  cervix  is  dilated.  In  six  cases  Doderlein 
experimentally  injected  coloured  solutions  into  the  dilated 
uterus  before  its  removal  by  vaginal  hysterectomy.  In 
all  but  one  of  the  cases  the  solution  passed  into  the  peri- 
toneal cavity  (CentralbL  fiir  Gyndk.,  p.  25).  On  the  other 
hand,  the  frequent  use  of  intra-uterine  injections,  without 
abdominal  disturbance  resulting,  appears  to  show  that  this 
open  and  pervious  state  of  the  tubes  is  not  a  common 
or  invariable  condition. 

That  the  normal  tube  admits  the  entrance  of  spermatozoa, 
but  is  not  the  special  "  receptaculum  seminis,"  seems  proved 
by  the  researches  of  Prof.  Diihrssen,  who  in  his  Vaginal 
Coeliotomies  for  retroflection  in  married  women  has  fre- 
quently pressed  a  cover-glass  against  the  abdominal  ostium 
and  examined  for  spermatozoa.  In  most  of  his  investiga- 
tions he  met  with  a  negative  result,  but  in  some,  spermatozoa 
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were  recognised,  although  degenerated  and  motionless. 
(Arch,  fiir  Gyndk.,  B.  54,  H.  2,  297). 

The  truth  evidently  lies  between  the  two  extremes. 

We  may  hold  with  reason  that  there  is  no  evidence 
whatever  for  the  belief  that  the  seat  of  normal  impregnation 
is  limited  to  the  cavity  of  the  uterus,  while  the  facts  which 
are  known  concerning  the  invasion  of  the  tubes  by  sper- 
matozoa unmistakably  point  to  the  conclusion  that  normal 
fructification  of  the  ovum  may  occur  at  any  stage  of  its 
passage  from  the  ovary  to  the  uterus. 

But  if  normal  impregnation  often  occurs  within  the 
Fallopian  tube,  the  latter  has  an  important  function  which 
at  present  is  altogether  disregarded.  If  the  tube  has  to 
convey  the  fructified  ovum  as  well  as  the  unimpregnated 
ovule  into  the  cavity  of  the  uterus,  other  forces  than  ciliary 
movement  may  be  necessary,  and  any  mechanical  impedi- 
ment  to  the  delivery  of  the  ovum  from  the  tube  into  the 
uterus  may  be  a  cause  of  misplaced  pregnancy.  The  fruc- 
tified ovum  is  subject  to  definite  growth  (in  the  second  week 
it  is  from  3  to  6  mm.  in  diameter),  and  though  it  probably 
soon  passes  from  the  tube  into  the  uterus,  it  is  evident  that 
any  want  of  development  in  the  tube,  any  permanent  con- 
traction, any  swelling  of  the  mucous  membrane,  any  ab- 
normal length  of  the  tube,  any  extra  weight  or  impaired 
mobility  of  the  ovum  at  its  entrance  to  the  tube,  any  failure 
of  muscular  power,  or  any  interference  with  the  peristaltic 
action  of  the  tube,  if  this  be  needed  for  propulsion  of  the 
ovum,  may  increase  the  tendency  towards  a  tubal  instead  of 
a  uterine  "  settling  "  of  the  ovum. 

It  has  been  objected  by  Mr.  Bland  Sutton  that  tubal 
pregnancy  cannot  be  explained  by  obstruction  to  the  transit 
of  ova  because  the  "oosperm"  (fructified  ovum)  is  more 
often  retained  in  the  wide  ampuUary  section  of  the  tube 
than  in  its  uterine  segment,  and  if  delay  or  stoppage  during 
transit  of  the  fructified  ovum  always  depended  on  the  inade- 
quate size  of  an  otherwise  normal  tube,  the  criticism  would 
have  considerable,  or  even  fatal,  force.    This  can  only  be 
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one  among  many  causes  for  delay,  and  it  is  probably  a  rare 
cause.  Still  it  is  interesting  to  note  that  in  a  special  class  of 
cases,  the  cases  of  early  rupture — in  which  the  tube,  as  we 
shall  see,  is  ill-developed  or  somewhat  atrophied — it  is  pre- 
cisely at  this  point,  or  just  outside  the  uterine  segment  of 
the  tube,  that  arrest  most  frequently  takes  place  and  the 
pregnancy  develops.  On  the  other  hand,  at  the  outer 
extremity  of  the  tube,  near  the  expanded  ostium,  where 
not  infrequently  a  tubal  pregnancy  is  found,  it  is  evident 
that  a  totally  different  cause  or  set  of  causes  may  account 
for  retarded  progress  or  arrest  of  the  impregnated  ovum  and 
consecutive  attachment.  Here  the  in-going  tubal  current, 
which,  whether  due  altogether  to  the  movement  of  the  cilia 
or  not,  has  been  proved  experimentally  to  exist,  may  lack 
the  power  to  sweep  the  oosperm  into  the  lumen  of  the  tube  ; 
the  ovum  itself,  if  prematurely  fertilised,  may  soon  increase 
in  size  and  weight,  and  the  fimbriated  extremity  of  the 
open  tube  may  fail  to  surround  or  grasp  it  sufficiently  for 
any  muscular  (peristaltic)  action  to  be  applied  to  it.  That 
such  an  action  of  the  tube  is  possible  seems  proved  by  the 
history  of  some  of  the  cases  of  so-called  "  tubal  abortion  " 
which  occur  in  this  situation.  In  these  cases,  after  attach- 
ment of  the  fructified  ovum  and  some  development,  and 
after  the  size  of  the  ovum  has  been  increased  by  sub- 
chorionic  bleeding,  the  tube  may  contract  on  its  contents, 
separate  the  attachments,  and  extrude  or  "  vomit "  the  mole 
of  pregnancy  out  of  the  tube  into  the  pelvis. 

If  the  tube  possesses  this  reverse  action  when  the  con- 
ditions are  altogether  unfavourable  for  any  movement  in  the 
ovum,  it  is  surely  reasonable  to  suppose  that  when  the 
conditions  are  favourable,  when  the  ovum  is  smaller,  and 
there  is  no  attachment,  natural  peristalsis  occurs  in  the 
normal  direction  from  the  tube  towards  the  uterus.  The 
activity  (or  otherwise)  of  this,  depending,  as  it  must,  not 
only  on  the  part  of  the  tube  involved  but  also  on  the  nerve 
influence  and  on  the  development  of  the  muscular  coat, 
cannot  fail  to  have  its  bearing  on  the  progress  of  the  ovum. 


86  Original  Cotnmunicaiions 


In  other  cases,  perhaps  in  the  majority  of  cases,  the 
arrest  of  the  fructified  ovum  is  probably  determined  by 
swelling  of  the  mucosa.  It  is  in  the  middle  and  outer 
portions  of  the  tube  and  not  towards  the  uterine  segment 
that  the  wonderful  plications  of  its  mucous  membrane  are 
most  luxuriantly  developed,  and  any  source  of  swelling 
affecting  these  would  naturally  attain  the  most  obstructive 
power  in  the  central  portion  of  the  tube.  Such  a  positive 
source  of  obstruction  is  described  in  detail  by  Dr.  Webster, 
as  produced  by  the  occasional  formation  of  a  special  swell- 
ing and  growth  in  the  deeper  layers  of  the  tubal  mucosa, 
a  swelling  which  somewhat  closely  simulates  that  of  the 
uterine  decidua.  With  perhaps  questionable  wisdom  Dr. 
Webster  speaks  of  this  as  the  tubal  decidua — questionable, 
for  no  one  has  been  able  to  detect  in  the  pregnant  tube 
anything  macroscopically  approaching  to  the  decidual 
membrane  of  the  uterus,  but  there  can  be  no  doubt  that 
his  sections  and  specimens,  as  well  as  those  of  some  German 
writers,  show  changes  in  the  mucosa  of  the  tube,  which, 
whether  strictly  analogous  to  those  taking  place  in  the  uterus 
at  the  formation  of  the  decidua  or  not,  do  form  definite 
localised  swellings  which  may  mechanically  arrest  the  pro- 
gress of  the  ovum  during  its  journey  down  the  Fallopian 
tube. 

Mr.  Tait  and  some  other  writers  have  held  that  a  pre- 
existing desquamative  salpingitis  is  the  cause  of  ectopic 
gestation,  and  that  most  cases  of  extra-uterine  pregnancy 
have  a  previous  history  of  inflammatory  mischief  of  the 
uterine  appendages.  I  have  not  found  this  in  my  own 
experience.  In  37  cases  no  certain  evidence  could  be 
elicited  of  any  pre-existing  inflammation,  and  the  patients 
were  remarkably  free  from  any  suspicion  of  gonorrhoea  or 
syphilis.  Mr.  Bland  Sutton  writes  :  "  In  many  instances  I 
have  failed  even  after  the  most  careful  microscopic  ex- 
amination to  find  any  evidence  of  old  salpingitis  or  loss  of 
epithelium,"  and  again,  "the  evidence  now  indicates  that 
a  healthy  Fallopian  tube  is  more  likely  to  become  gravid 
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than  one  that  has  been  inflamed."  Mr.  Tait's  opinion  is 
avowedly  grounded  on  the  theory  that  the  impregnated 
ovum  requires  a  raw,  denuded  or  wound-surface  for  its 
settling,  and  that  this  is  normally  provided  in  the  uterus 
through  the  process  of  menstruation  in  which  the  epithelial 
coat  is  shed. 

Extended  consideration  and  investigation  have  not 
tended  to  confirm  our  belief  in  this  theory.  On  the  con- 
trary the  more  it  is  considered,  the  greater  are  the  objections 
which  can  be  urged  against  it. 

As  Clarence  Webster  and  Strassmann  have  pointed  out, 
menstruation  is  by  no  means  a  necessary  precursor  of  preg- 
nancy. Pregnancy  may  take  place  in  a  girl  who  has  never 
menstruated,  in  a  woman  who  is  suckling  and  has  not 
menstruated  since  her  "  lying-in,"  in  women  who  have 
amenorrhoea  from  other  causes,  as  from  chronic  phthisis 
and  anaemia.  Very  occasionally  too,  we  meet  with  fertile 
women  who  have  only  very  rarely  menstruated,  and  in 
whom  no  history  of  a  period  is  found  corresponding  to 
the  onset  of  pregnancy. 

The  very  facts,  or  supposed  facts,  behind  the  theory  are 
now  disputed.  It  is  very  questionable  whether  the  epithe- 
lium is  removed  to  any  extent  by  menstruation,  and  the 
more  recent  observations  appear  to  show  that  no  true 
wound-surface  is  provided  by  this  process  for  the  engrafting 
of  the  ovum. 

Tlie  anie-mensirual  period,  when  the  monthly  swelling 
and  congestion  of  the  uterine  mucous  membrane  attains  its 
maximum,  is  now  with  more  reason  regarded  as  affording 
the  best  conditions  for  the  "settling"  of  the  ovum;  in  fact, 
each  monthly  swelling  of  the  mucous  membrane  of  the 
uterus  may  be  regarded  as  the  tentative  preparation  for  a 
possible  pregnancy.  If  the  "down-wandering"  ovum  is 
fertilised,  the  swelling  increases,  a  uterine  decidua  is  formed. 
This  catches  and  embeds  the  wandering  ovum.  No  men- 
struation occurs.    The  woman  is  pregnant. 

If,  on  the  other  hand,  the  ovum  be  not  fertilised,  the 
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tentative  swelling  is  carried  no  further,  menstruation  begins 
and  the  swelling  of  the  uterine  mucous  membrane  dwindles 
away  by  and  during  the  process  of  menstruation.  For  the 
time  being  the  chance  of  pregnancy  is  lost.  This  view  is 
strongly  supported  by  the  evidence  derived  from  the  current 
practice  of  nearly  all  large  gynaecological  clinics.  If  a 
patient  has  menstruated  within  two  or  three  weeks,  the 
sound,  if  necessary,  is  passed  without  hesitation,  and  this 
without  a  single  known  instance  of  early  miscarriage  result- 
ing, while,  if  the  menstrual  period  be  almost  or  altogether 
due,  passage  of  the  sound  is  by  no  means  free  from  danger 
in  this  respect. 

Instead,  then,  of  menstruation  fitting  the  uterus  for  the 
reception  of  the  ovum,  it  is  more  probably  a  sign  that  the 
fitting  period  has  passed.  The  period,  I  repeat,  of  the  ante- 
menstrual  swelling,  when  the  sides  of  the  uterus  are  in 
apposition,  is  that  most  favourable  for  the  "  settling  "  of  the 
ovum. 


us. 


Fig.  5. — From  Duhrssen. 

If  this  reasoning  be  true  as  regards  the  uterus,  it  tends 
to  greatly  increase  the  importance  of  the  researches  of  those 
who  have  detected  decidua-like  swellings  of  the  tubal 
mucosa.  Whether  this  tissue  has  any  specific  action  is 
probably  very  questionable,  but  the  swollen  mucous  mem- 
brane may  undoubtedly  sometimes  arrest  the  impregnated 
ovum  and  so  determine  the  site  of  its  development. 

Very  rarely  a  tubal  polypus  has  been  found  on  the 
uterine  side  of  a  tubal  pregnancy.  One  case  of  this  kind 
has  been  recently  described  in  detail  by  Professor  Duhrssen 
(fig.  5).  The  little  polypus  appears  to  have  formed  a  perfect 
ball-valve  to  the  uterine  end  of  the  tube,  the  passage  of  the 
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tube  from  the  uterus  to  the  ovary  being  free  from  difficulty, 
while  that  from  the  ovary  to  the  uterus  was  absolutely 
stopped  by  the  polypus.  On  the  ovarian  side  of  the  polypus 
the  pregnancy  had  developed. 

Again,  a  tubal  pregnancy  has  been  found  on  the  ovarian 
or  outer  side  of  a  myoma ;  the  passage  into  the  proper 
uterine  cavity  being  evidently  blocked  by  the  myoma.  Dr. 
Cullingworth  has  quite  recently  shown  a  very  valuable 
specimen  of  this  kind  at  a  meeting  of  the  Obstetrical  Society. 
These  cases,  although  too  rare  perhaps  to  warrant  any 
general  deductions  from  them,  tend  undoubtedly  to 
strengthen  the  argument  of  mechanical  obstruction  as  an 
important  factor  in  causation.  Sometimes  fixation  or 
stretching  of  the  tube  is  found  in  connection  with  a  tubal 
pregnancy,  and  then  may  reasonably  be  regarded  as  having 
been  a  source  of  delay  or  obstruction  to  the  passage  of  the 
impregnated  ovum. 

In  three  of  my  cases  tubal  pregnancy  was  found  asso- 
ciated with  ovarian  cystomata,  one  of  them  a  dermoid  of 
considerable  size,  and  in  all  of  these  the  tube  had  been 
fixed  or  distorted  by  the  growth  of  the  cyst  or  by  accom- 
panying adhesions. 

To  briefly  recapitulate  : 

Normal  impregnation  of  the  ovum  is  not  limited  to  the 
uterus,  but  may  occur  anywhere  in  the  Fallopian  tube  or 
immediately  on  the  exit  of  the  ovum  from  the  ovary. 

Normal  attachment  and  development  is  limited  to  the 
uterus  only- 
Abnormal  arrest  of  the  impregnated  ovum,  whether 
mechanical  or  special,  in  its  progress  towards  the  uterus  is 
the  determining  factor  of  a  misplaced  pregnancy.  An  extra- 
uterine pregnancy,  therefore,  is  the  consequence  of  the 
permanent  arrest  of  a  fructified  ovum  in  its  passage  from 
the  ovary  to  the  uterus.  Theoretically,  this  arrest  may 
occur  : — (i)  in  the  ovary ;  (2)  in  the  abdominal  cavity  be- 
tween the  ovary  and  tube  ;  (3)  within  the  tube  ;  (4)  between 
the  tube  and  uterus. 
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The  first  is  theoretical  only.  It  is  possible,  but  absolute 
proof  of  such  a  pregnancy  seems  still  to  be  incomplete. 
There  are,  as  we  shall  see,  conditions  of  intra-ligamentary 
position  of  the  ovum,  and  also  of  encapsulated  haematoceie 
around  the  ovum,  in  both  of  which  the  ovary  may  form 
part  of  the  outer  wall  of  the  sac  containing  the  pregnancy. 
Later  on,  this  becomes  stretched  and  thin,  owing  to  inside 
pressure  from  the  growing  pregnancy,  and  sections  of  the 
sac  and  outer  wall  discovering  the  presence  of  ovarian 
tissue  may  wrongly  lead  to  the  conclusion  that  the  pregnancy 
is  ovarian. 

The  conditions  described  need  careful  elimination  before 
any  pregnancy  can  be  held  to  be  strictly  ovarian  in  origin. 

The  second,  "  arrest  in  the  abdominal  cavity  between  the 
ovary  and  the  tube,"  is  probably  always  immediately  fatal 
to  the  unprotected  ovum,  and  consequently  may  be  elimi- 
nated from  discussion. 

The  fourth  point  of  arrest,  between  the  tube  and  uterus, 
may  quite  as  correctly  be  regarded  as  arrest  in  the  uterine 
portion  of  the  Fallopian  tube,  so  that  for  all  intents  and 
purposes  we  have  to  do  at  the  outset  with  one  kind  only — 
arrest  within  the  tube  or  tubal  pregnancy.  All  other  varieties 
are  later  developments  of  tubal  pregnancy,  and  are  caused 
by  secondary  invasion  from  the  Fallopian  tube  of  some  other 
tissue  or  organ.  These  are  conveniently  divided  into  three 
groups  or  divisions  : — 

(i)  The  tubo-abdominal  (abdominal  or  ventral)  preg- 
nancy, in  which  there  is  secondary  invasion  of  the  abdomen. 

(2)  The  tubo'ligamentary  (mesometric  or  broad  ligament) 
pregnancy,  in  which  there  is  secondary  invasion  of  the 
broad  ligament  and  sub-peritoneal  tissues. 

(3)  The  tubO'Uterine  or  interstitial  pregnancy,  in  which 
there  is  secondary  invasion  of  the  uterus. 

These  will  be  considered  in  detail  after  the  earlier  stages 
of  tubal  pregnancy  have  been  dealt  with. 

Time  will  not  allow  me  to  deal  as  I  should  hke  with  the 
earliest  life  history  of  the  growing  tubal  pregnancy.     I  must 
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pass  over  much  of  this  with  the  merest  notice  that  its  growth 
is  attended  by  very  marked  increase  in  the  vascularity  of  the 
tube  and  mesosalpinx,  and  that  a  decidua,  so  far  as  we  know, 
invariably  forms  in  the  uterus. 

///.   The  Earlier  Disturbances  of  Tubal  Pregnancy, 

1.  Early  Rupture  of  the  Tube. 

2.  Tubal  Mole. 

3.  Later  Rupture  of  the  Tube. 

Most  tubal  pregnancies  are  abortive.  Some  become  so 
at  a  very  early  stage,  the  pregnancy  resulting  in  early  rupture 
of  the  tube.  Others  grow  for  a  few  weeks  and  then  are 
injured  by  haemorrhage  from  their  own  vessels,  a  tubal  mole 
forming  within  the  unruptured  tube.  Others  again  attain 
a  much  greater  degree  of  development  and  then  cause 
rupture  of  the  tube,  perishing  in  the  process,  either  directly 
from  the  haemorrhage  and  dislocation,  or  indirectly  from 
the  death  of  the  patient  or  from  the  hand  of  the  surgeon 
who  removes  the  pregnancy.  These  cases  will  be  con- 
sidered under  the  heading  of  later  rupture  of  the  tube.  It 
is  only  the  minority  of  cases  in  which  these  dangers  are 
averted  by  some  more  or  less  accidental  method  of  growth 
and  of  extrusion  from  the  tube,  and  in  which  the  pregnancy 
goes  to  term  within  the  organism  of  the  mother. 

(i)  Early  rupture  of  the  tube  from  a  pregnancy  of  from 
two  to  five  or  six  weeks*  standing  is  a  special  phenomenon 
of  extra-uterine  pregnancy,  which  has  not  as  yet  received  the 
recognition  and  consideration  it  deserves.  As  a  disease  or 
accident  it  stands  quite  alone.  There  is  no  warning  of 
danger,  there  are  often  no  physical  signs,  there  is  no 
symptom  before  that  of  sudden  and  copious  bleeding,  and 
any  history  of  pregnancy  is  either  altogether  wanting  or 
is  represented  only  by  an  account  of  menstruation  delayed 
for  one  week  or  even  less.  A  good  example  of  this  class 
of  case  may  be  taken  from  Mr.  Tait's  book  (p.  18).  "  On 
November  2,  1889,  at  1.30  p.m.,  Mrs. was  seized  with 
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pain  in  the  abdomen,  followed  by  vomiting  and  faint ness. 
Dr.  Guthrie  Rankin  was  called  in,  the  pain  was  relieved  by 
an  opiate ;  but  collapse  occurred  and  death  ensued  at  nine 
o'clock  the-  same  evening.  She  was  the  mother  of  three 
children,  suckling  the  youngest,  aged  seven  months,  of  good 
constitution,  with  no  history  of  previous  illness.  At  the 
post-mortem  examination  the  abdomen  was  found  full  of 
clots  estimated  at  from  seventy  to  eighty  ounces.  The  left 
Fallopian  tube  presented  an  ovoid  swelling  which  had  been 
ruptured  and  was  full  of  blood -clots  ;  on  examination  this 
swelling  proved  to  be  a  tubal  pregnancy,  of  certainly  not 
more  than  five  weeks.  The  rupture  which  caused  death 
was  not  larger  than  a  pea." 

In  this  case  death  ensued  after  an  illness  of  only  seven 
and  a  half  hours'  duration,  the  fatal  result  being  excep- 
tionally sudden.  The  more  usual  duration  is  from  twelve 
to  forty-eight  hours.  Two  cases  from  my  own  practice  will 
illustrate  this  portion  of  my  subject. 

Mrs.  A.,  aged  33,  having  one  child,  six  years  of ,  age,  had 
bein  menstruating  regularly  for  upwards  of  a  year,  until 
December  23,  1891,  that  being  the  date  of  the  last  normal 
period.  On  January  20  there  was  a  very  slight  haemor- 
rhagic  discharge,  but  menstruation  did  not  follow.  On 
January  28  she  was  troubled  with  abdominal  pain,  and  in 
the  evening  she  was  sick,  and  the  pulse  which  had  been 
about  80  rose  to  120.  She  passed  a  fair  night,  but  was  again 
sick  in  the  morning,  and  the  pulse  rose  rapidly  to  140.  I 
saw  her  in  consultation  with  Dr.  Bernays  at  11  a.m.  She 
was  then  faint  and  pallid,  but  fully  conscious,  with  a  quick 
pulse  and  distended  abdomen.  A  soft  doughy  mass  was 
to  be  felt  filling  the  pouch  of  Douglas  behind  the  uterus. 
I  diagnosed  the  condition  as  due  to  ruptured  tubal  preg- 
nancy, and  advised  operation. 

When  this  was  done  two  hours  later,  the  patient's  con- 
dition had  become  exceedingly  grave.  As  I  opened  the 
abdomen  the  blood  gushed  out  like  the  fluid  in  ascites,  and 
it  was  evident  that  the  distension  of  the  abdomen  had  bpen 
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mainly  due  to  the  collection  of  blood  within  it.  The  rup- 
ture was  found  in  the  left  Fallopian  tube,  which  was  the 
seat  of  an  early  pregnancy  near,  but  not  quite  close  to,  the 
uterus.  The  tube  was  small  and  atrophic.  This  with  its 
corresponding  ovary  was  removed.  The  patient  made  a 
good  recovery. 

Mrs.  B.,  aged  30,  having  had  one  child  nine  years 
ago,  and  one  miscarriage  five  years  ago,  had  been  men- 
struating regularly  since  the  date  of  the  miscarriage,  until 
some  two  months  before  I  saw  her.  The  last  period  had 
been  delayed  for  one  week  but  on  its  appearance  was  normal 
in  its  course.  This  again  had  been  followed  by  amenor- 
rhoea  of  five  weeks'  standing.  On  the  evening  of  July  13, 
1895,  she  had  some  slight  abdominal  pain  for  which  she 
herself  attended  the  consulting  rooms  of  Dr.  Shillito.  I 
met  him  in  consultation  on  the  15th  and  found  general 
abdominal  distension  with  vomiting  and  faintness,  marked 
pallor  of  the  face  and  lips,  and  a  running  pulse  (150).  On 
examination  a  doubtful  boggy  fulness  was  felt  in  the  pouch 
of  Douglas.  The  diagnosis  was  made  of  tubal  rupture. 
Abdominal  section  about  midnight  on  the  15th  disclosed 
an  early  pregnancy  of  the  left  tube  with  linear  rupture 
near  the  uterus.  The  appendages  were  removed.  Re- 
covery. 

In  both  of  these  cases  the  patients  were  almost  moribund 
at  the  time  of  operation.  In  the  last  case  the  illness  was 
then  of  forty-eight  hours'  standing,  in  the  other  of  about 
sixteen  hours  only.  In  neither  case  was  there  any  evi- 
dence of  previous  bleeding,  nor  any  symptom  before  the 
sudden  illness  which  I  have  reported. 

In  these  cases  of  early  rupture  it  is  important  to  notice 
that  but  little  or  no  change  takes  place  in  the  affected  tube 
except  at  the  exact  seat  of  pregnancy  and  rupture.  This 
may  be  found  at  any  part  in  the  course  of  the  tube  except 
at  the  fimbriated  extremity,  but  its  favourite  situation  is 
near  to  the  uterus,  on  the  tubal  side  of  the  uterine  ostium. 

There  is  no  closure  of  the  abdominal  end  of  the  tube 
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and  no  swelling  of  the  tube  except  at  the  site  of  pregnancy. 
On  the  contrary,  the  condition  found  on  operation  appears 
to  show  that  the  tube  is  often  ill-developed  and  small,  the 
muscular  coat  defective,  and  the  uterine  ostium  contracted. 
The  remains  of  the  tube  enclosing  the  pregnancy  are  thin 
and  papery,  and  there  is  no  evidence  whatever  of  the 
slightest  attempt  at  any  compensatory  growth  surrounding 
the  affected  area.  I  have  operated  on  four  cases  of  this 
class  and  in  all  of  these  the  conditions  were  essentially  as 
here  described.  In  one  case  the  atrophic  state  of  the  tube 
was  very  marked  and  can  be  still  recognised  on  simple 
inspection   of  the  specimen.    The   Fallopian  tube  in  this 


Fig.  6. 

instance  presents  the  very  unusual  features  of  double  rup- 
ture, having  been  twice  the  seat  of  an  extra-uterine  preg- 
nancy. The  first  tubal  pregnancy  occurred  in  1889.  This 
resulted  in  rupture  with  limited  haemorrhage  at  the  sixth 
week.  Peritonitis  followed,  and  a  haematocele  formed 
which  was  slowly  absorbed  after  six  or  seven  weeks'  rest 
in  bed,  the  whole  of  the  illness  being  passed  under  my  own 
personal  observation.  Two  years  later  (in  1891)  another 
pregnancy  took  place  in  the  same  tube,  the  history  of  which 
has  already  been  recorded. 

On   examination   of    the  specimen   then    removed  the 
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original  rupture  of  1889  may  be  clearly  seen  surrounded 
by  the  remains  of  old  adhesions,  while  the  more  recent 
rupture  is  marked  by  protruding  blood-clot  and  membrane 
near  the  uterine  end  of  the  tube.  This  end  of  the  tube 
is  notably  small  and  thin,  and  the  slender  sheath  of  muscle 
tissue  in  it  is  almost  microscopic.  At  the  site  of  the  preg- 
nancy, just  beyond  this,  no  muscular  coat  can  be  seen  at 
all,  and  the  black  clot  of  the  ruptured  pregnancy  .is  every- 
where visible  beneath  the  thin  peritoneal  investment  which 
marks  all  that  remains  of  the  dilated  tube  in  this  situation. 
The  atrophic  state  of  the  tube,  so  well  displayed  in  this 
specimen,  is  probably  the  important  factor  both  in  the 
causation  of  the  disease  and  in  its  termination  by  early 
rupture.  The  Fallopian  tube  has  not  had  the  muscular 
strength  necessary  to  extrude  the  fructified  ovum  into  the 
cavity  of  the  uterus,  arrest  near  the  uterine  end  of  the  tube 
has  been  followed  by  fixation  and  growth  of  the  ovum,  and 
for  want  of  any  substance  in  the  enveloping  tube,  its 
necessary  expansion  has  been  almost  immediately  followed 
by  rupture. 

Although  rarely  present,  perhaps,  in  so  marked  a  degree 
as  in  this  specimen,  it  is  highly  probable  that  some  amount 
of  non-development  or  atrophy  of  the  tube  is  responsible  for 
nearly  all  the  cases  of  early  rupture. 

The  condition  may  arise  as  the  sequel  of  a  previous 
pregnancy — some  excess  of  involution  affecting  both  uterus 
and  tubes.  In  the  rare  case  I  have  described  it  may  have 
followed  the  previous  tubal  pregnancy,  or  it  may  have 
existed  before  this  date  (I  have  not  the  tube  of  the  opposite 
side  with  which  to  compare  it).  There  can  be  no  doubt 
that  the  condition  is  a  real  one,  and  that  its  recognition  and 
consideration  will  do  much  at  present — and  still  more,  I 
believe,  in  the  future — to  explain  the  phenomena  attending 
a  most  important  group  of  ectopic  pregnancies. 

Other  specimens  and  histories  extremely  similar  to  those 
I  have  described  may  be  found  in  our  more  important 
museums,  and  these  abundantly  show  the  frequent  associa- 
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tion  of  early  rupture  and  di£Fuse  haemorrhage  with  pregnancy 
of  the  uterine  end  of  an  atrophic  or  ill-developed  tube,  the 
course  of  which  is  unmarked  by  any  alteration  or  adhesions 
except  at  the  site  of  pregnancy,  and  the  fimbriated  end  of 
which  is  open.  As  examples  I  may  cite  specimen  No.  4695 
of  the  Museum  of  the  Royal  College  of  Surgeons,  presented 
by  Dr.  Walter  Lowe,  "  From  a  woman,  aged  33,  who  when 
not  aware  of  being  pregnant,  was  seized  with  severe 
abdominal  pain  and  collapse  during  defzecation.  She  died 
within  nine  hours." 

No.  2517**  from  Guy's  Hospital  Museum  shows  the 
rupture  of  an  extra-uterine  foetation  of  the  sixth  week. 
The  pregnancy  is  close  to  the  uterus,  the  coverings  are 
very  thin,  and  the  fimbriated  end  of  the  tube  is  unaltered. 

No.  2517**  is  a  similar  specimen  of  early  rupture.  The 
coverings  are  very  thin.  The  tube  is  otherwise  unaltered. 
The  rupture  is  near  the  uterus.  Death  occurred  in  ten 
hours. 

Specimen  No.  90,  in  our  Mason  College  Museum  is  a 
very  good  example.  The  tube  is  more  like  a  folded  piece  of 
paper  than  an  organ  containing  muscle  structure.  No.  79 
is  probably  an  example  in  which  both  of  the  Fallopian  tubes 
were  atrophic.  The  histories  of  these  specimens  are,  how- 
ever, not  preserved. 

Another  good  specimen  is  No.  2484,  in  St.  Thomas' 
Hospital  Museum.  In  this  specimen  the  atrophy  of  the 
tubes  on  both  sides  is  very  evident,  while  the  left  tube  near 
to  its  uterine  end  is  the  seat  of  an  early  pregnancy  which 
has  ruptured  into  the  abdominal  cavity.  The  patient  died 
of  "  fatal  peritonitis." 

Sometimes  the  condition  is  found  at  the  very  first 
pregnancy,  and  then  the  want  of  development  of  the  tube  is 
probably  congenital.  Mrs.  C,  aged  30,  had  been  married 
seven  months.  Menstruation  had  been  perfectly  regular, 
the  last  period  occurring  four  weeks  before  the  date  of 
consultation.  Some  irregular  haemorrhage  had  taken  place 
from  the  vagina  for  eight  days.    When  seen   by  me  the 
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patient  was  blanched  from  haemorrhage,  the  abdomen  was 
distended,  and  on  examination  the  uterus  was  felt  to  be  sur- 
rounded by  a  soft  mass  (of  blood-clot)  filling  the  pouch  of 
Douglas.  I  opened  the  abdomen  the  same  evening,  and 
found  it  full  of  fluid  blood  and  blood-clot.  The  left 
Fallopian  tube  was  ruptured  close  to  its  uterine  end  and 
was  removed.  The  covering  of  the  pregnancy  was  every- 
where  thm  and  semi-transparent,  and  appeared  to  consist  of 
peritoneal  coat  only.  The  patient  died  during  the  third 
week  from  some  slow  septic  (?)  process  attended  with  but 
little  or  no  rise  of  temperature  and  exceedingly  difficult 
to  understand.  The  operation  was  done  in  a  small  house 
in  the  country,  and  the  conditions  may  have  been  un- 
suitable and  insanitary. 

A  specimen  with  very  similar  history  is  to  be  seen  in  the 
Museum  of  the  Middlesex  Hospital  (No.  2050).  In  this 
case  the  rupture  is  near  the  fimbriated  end  of  the  tube,  but 
the  tube  is  small  and  ill-developed.  The  rupture  is  stated 
to  have  occurred  at  the  first  pregnancy  and  only  one 
menstrual  period  had  been  passed. 

It  is  interesting  to  notice  that  a  paper  by  Prof.  Duhrssen 
(in  a  recent  number  of  the  Archiv,  /.  Gyndk.,  which  was 
published  after  this  section  had  been  written)  to  a  very  large 
extent  confirms  the  view  I  have  advanced  regarding  the 
association  of  tubal  pregnancy  with  atrophy  of  the  tube. 

So  far  as  I  have  been  able  to  follow  him  Prof.  Duhrssen 
has  not  noticed  any  special  relation  between  atrophy  and 
earliest  rupture  of  the  tube — such  as  I  have  described — but 
his  general  conclusions  are  precisely  similar,  and  are  sup- 
ported by  the  evidence  of  microscopical  sections  as  well  as 
by  that  derived  from  ordinary  specimens. 

(2)  The  Tubal  Mole. — In  a  large  number  of  cases  pregnancy 
within  the  Fallopian  tube  results  in  the  formation  of  a  "  tubal 
mole"  at  a  very  early  stage  of  gestation.  Haemorrhage 
occurs  (as  Mr.  Bland  Sutton  has  explained)  into  the  "  sub- 
chorionic  chamber"  from  the  circulation  of  the  embryo. 
In  other  words,  blood  is  poured  out  into  the  space  between 
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the  amnion  and  chorion,  the  embryo  is  injured  or  destroyed, 
and  a  mole  of  pregnancy  results  in  the  same  way  as  it  does 
when  a  similar  accident  occurs  within  the  uterus.     In  a 
very  few  cases  (one  is  reported  by  Mr.  Sutton)  the  mole  is 
extruded  from  the  Fallopian  tube  into  the  abdominal  cavity, 
forming  a  true  "tubal  abortion."     In   by  far  the  greater 
number  of  cases,  however,  the  "mole"  remains  strongly 
attached  at  one  part  to  the  inner  surface  of  the  tube.    This 
point  of  attachment  marks  the  site  of  what  would  afterwards 
have  been  the  placenta  if  the  pregnancy  had  continued  to 
develop,  and  some  of  the  specimens  of  tubal  mole  afford 
good  opportunities  for  examination  into  its  usual  extent  and 
consistency.    The  union  of  the  tube  and  ovum  is  remark- 
ably firm  in  this  situation,  but  the  extent  of  the  union  is 
limited.    The  mole  clings  to  the  tube  like  a  pedunculated 
polypus,  all  the  circumference  of  the  ovum  except  at  the  point 
of  attachment  being  absolutely  free.    Until  the  placental  site 
is  differentiated  from  the  rest  of  the  chorion,  and  attachment 
is  made,  the  fructified  ovum  is  probably  freely  movable  ;  as 
soon  as  the  attachment  is  formed  it  steadily  increases  in 
strength  and  if  the  pregnancy  goes  on  it  is  very  probable 
that  no  subsequent  change  will  altogether  separate  the  relations 
of  ovum  and  tube.    This  is  not  only  of  importance  in  the 
later  stages  of  extra-uterine  gestation,  as  we  shall  see  here- 
after, but  even  at  this  stage  the  attachment  of  the  mole  is 
a  source  of  serious  trouble.     For  although  the  pregnancy 
becomes  abortive,  it  does  not  then  become  innocuous  or 
quiescent.     On   the  contrary  the   blighted   ovum  remains 
hanging  from  the  inner  surface  of  the  tube.    It  is  a  source  of 
continuous  irritation  and  hyperaemia  in  the  maternal  tissues 
to  which  it  clings,  and  is  the  cause  of  repeated  and  dan- 
gerous bleedings  from  the  Fallopian  tube  into  the  abdominal 
cavity. 

It  is  true  that  an  attempt  is  made  towards  closure  of  the 
abdominal  ostium  of  the  tube.  In  acute  gonorrhoeal  salping- 
itis, as  is  well  known,  this  closure  is  usually  complete,  but 
in  the  sub-inflammatory  processes  occasioned  by  tubal  mole 
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the  salpingitis  is  much  less  marked,  and  the  closure  is 
incomplete.  The  tube  becomes  thickened  and  more  vascu- 
lar, and  at  the  fimbriated  end  the  ring  where  peritoneum 
ceases  and  mucous  membrane  twgins  is  subject  to  a  slow 
contraction  that  tends  to  partially  confine  the  blood  that  is 
effused  within  the  lumen  of  the  tube.  The  consequent 
enlargement  and  dilatation  of  the  tube  on  the  uterine  side 
of  this  ring  of  contraction  withdraws  some  of  the  fimbri<e 
back  within  the  tube,  but  the  process  rarely  proceeds  further 
than  this  in  tubal  mole.  The  abdominal  ostium  still  remains 
patent  though  contracted,  and  is  still  marked  by  a  small 
rosette  of  fimbriae  on  its  abdominal  aspect. 


Fig.  7. 

The  external  or  peritoneal  aspect  of  the  tube  is  marked 
by  a  globular  swelling  corresponding  to  the  situation  of  the 
"  mole."  This  in  the  removed  specimen  is  very  characteris- 
tic. Apart  from  this,  the  changes  which  occur  in  the  tube 
— in  size,  shape,  position  and  mobility — are  very  much  the 
same  as  in  other  cases  of  tubal  enlargement.  As  a  rule,  and 
especially  when  the  pregnancy  is  situated  near  the  fimbriated 
end,  the  enlarged  and  heavier  portion  of  the  tulw  containing 
the  mole  falls  directly  behind  the  uterus,  rotating  somewhat 
as  it  does  so,  and  therefore  dragging  over  it  and  its  corres- 
ponding ovary  the  free  portion  of  the  broad  ligament  to 
which  it  is  attached  (mesosalpinx).  This  takes  place  very 
early  in  the  course  of  the  complaint  before  any  bleeding 
occurs  or  inflammatory  adhesions  form.    Almost  immedi- 
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ately  afterwards,  however,  as  we  have  already  seen,  bleeding 
begins  both  into  the  tube  and  from  the  abdominal  ostium, 
inflammation  follows,  and  the  tube  becomes  increasingly 
distended  and  adherent.  The  tumour  which  was  originally 
small,  strictly  posterior  in  position,  moderately  mobile,  and 
well-defined,  slowly  extends  to  one  side  or  the  other,  and 
instead  of  the  small  well-defined  tumour,  limited  to  the  site 
of  pregnancy,  we  have  a  complex  mass  consisting  of  tube, 
ovary,  broad  ligament,  and  blood  clot,  which  tends  to  fill 
one  side  of  the  pelvis  and  finally  displaces  the  uterus  to  the 
opposite  side,  pushing  the  opposite  tube  and  ovary  close  up 
against  the  pelvic  wall.  The  uterus  itself  is  enlarged ;  a 
decidua  has  formed  within  it,  and  its  consequent  increase  in 
bulk  tends  to  accentuate  the  displacement.  An  attempt  is 
made  in  the  following  sequence  of  illustrations  to  roughly 
depict  the  changes  liable  to  occur  in  the  tumour  occasioned 
by  a  tubal  mole.  In  all,  the  uterus  and  its  appendages  are 
sketched  as  seen  from  twhind. 


Fro.  8. 

In  the  first  we  see  the  little  tumour  of  the  tubal 
pregnancy  before  any  haemorrhage  has  taken  place. 

It  is  movable,  hanging  freely  in  the  tube,  and  tends  to 
fall  or  settle  (by  its  own  weight)  directly  behind  the  uterus. 
At  this  stage  it  either  has  no  effect  at  all  on  the  position  of 
the  uterus,  or  tends  to  drag  it  backwards  and  also  to  displace 
it  slightly  towards  the  same  side,  in  some  cases  the  back- 
ward displacement  of  the  uterus  is  very  inarlced,  amounting 
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to  decided  retro-flexion.  In  others  (as  in  the  fig.)  the  retro- 
flexion of  the  uterus  is  less  marked.  It  is  quite  exceptional, 
however,  for  the  uterus  to  be  anteflexed,  as  it  is  so  often  in 
the  early  stage  of  normal  pregnancy.  The  tumour  of  the 
pregnancy  takes  the  most  dependent  position,  and  the 
fimbriated  end  of  the  tube  is  tilted  up  toward  the  ovary 
anterior  to  this  and  therefore  out  of  sight. 


Fig.  9. 

In  the  next  figure  we  see  the  tube  generally  distended 
with  blood.  The  space  beneath  the  mesosalpinx  is  also 
filled  with  blood-clot,  and  blood  is  escaping  into  the  pouch 
of  Douglas. 

The  complex  tumour  formed  by  the  pregnancy — consist- 
ing now  of  the  mole  of  pregnancy,  distended  tube,  adherent 
ovary,  and  hematocele,  covered  more  or  less  by  the  meso- 
salpinx— has  become  fixed  by  adhesions ;  it  is  extending 
outwards  and  upwards.  It  is  beginning  to  fill  the  right 
side  of  the  pelvis,  and  as  it  does  so  it  pushes  the  uterus 
and  opposite  appendages  decidedly  to  the  left. 

In  the  next  illustration,  which  has  been  less  easy  to 
draw  and  therefore  may  be  less  easy  to  understand,  we  see 
the  uterus  has  been  pushed  quite'  over  to  the  left  by  the 
growing  mass,  so  that  it  must  now  be  close  against  the 
pelvic  wall  and  rectum.  Considerable  haemorrhage  has 
taken  place  beyond  and  above  the  limits  of  the  tube,  and 
the  tumour  formed-  by  this  has  been  roofed  in  by  adhering 
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omentum.  The  tumour  almost  fills  the  pelvis  and  is 
extending  up  into  the  abdomen  above  Poupart's  ligament, 
[f  it  continues  to  grow  the  uterus  will  be  almost  buried 
b)eneath  it  (fig.  lo). 

This  tumour  (of  pregnancy  and  blood-clot)  is  usually  on 
the  same  side  of  the  body  as  the  tube  containing  the 
pregnancy.  But  it  is  not  always  so.  I  have  known  one 
case  (No.  22)  in  which,  although  the  general  configuration 
of  the  tumour  was  very  much  as  I  have  been  describing, 
the  bulk  of  the  tumour  was  on  the  opposite  side  of  the  body 
to  that  of  the  tube  containing  the  pregnancy. 


In  this  illustration — the  last  of  the  sequence — taken  from 
the  case  I  have  mentioned — we  see  the  left  Fallopian  tube 
crossing  the  back  of  the  uterus  from  left  to  right,  lengthened 
by  the  growth  of  the  pregnancy  and  finally  terminating  in 
a  large  right-sided  haematocele,  which  occupies  the  right 
iliac  fossa  as  well  as  the  pouch  of  Douglas  (fig,  1 1).  In  other 
words,  we  have  a  left  tubal  pregnancy  causing  a  right  iliac 
hzematocele.  The  uterus  in  this  case  suffers  rather  less  lateral 
displacement  than  in  the  previous  case,  but  it  is  strongly 
displaced  forwards,  being  pressed  against  the  pubes  by  the 
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tumour  behind  it.  Sometimes  again,  the  tumour  is  originally 
lateral  in  position  and  remains  so  throughout,  the  pouch  of 
Douglas  being  comparatively  empty.  The  tumour  is  then 
closely  applied  to  the  upper  part  of  the  body  of  the  uterus, 
moves  with  it,  and  may  easily  be  taken  for  some  enlarge- 
ment of  the  fundus  itself. 


Fig.  II. 

Intra-peritoneal  Hccmatocele,  which  has  been  already 
incidentally  referred  to  and  partially  described,  is  a  patho- 
logical product  concerning  which  much  has  been  learnt 
during  recent  years. 

In  women  it  is  almost  always  caused  by  tubal  pregnancy, 
sometimes  by  rupture  of  the  tube  and  sometimes  by  bleeding 
from  the  fimbriated  end  of  the  tube  without  rupture.  The 
latter  is  the  more  common  cause  of  intra-peritoneal  haema- 
tocele,  and  this  bleeding  from  the  unruptured  tube  is  usually 
jjet  up  by  the  presence  of  a  haemorrhagic  mole  within  it. 

Cases  of  tubal  mole  with  intra-peritoneal  bleeding  from 
the  open  abdominal  ostium  probably  outnumber  the  cases  of 
tubal  pregnancy  with  rupture  of  the  tube ;  the  haemor- 
rhage, though  almost  continuous,  or  frequently  repeated,  is 
moderate  in  amount,  and  a  well-defined  haematocele  is  the 
invariable  sequel.    On   the  other  hand,  cases  of  ruptured 
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tubal  pregnancy  only  sometimes  give  rise  to  a  definite 
haematocele.  In  fully  half  the  number  of  cases  the  resulting 
haemorrhage  is  "  diffuse,"  no  time  or  opportunity  is  afforded 
for  the  formation  of  a  definite  blood-tumour,  but  the 
haemorrhage  continues  until  stopped  by  operation  or  death. 
In  the  remaining  cases,  where  a  haematocele  follows,  the 
latter  is  often  very  unstable,  subject  to  sudden  and  violent 
alterations  from  fresh  bleeding,  so  that  iht  tumour  may 
be  said  to  occupy  a  position  midway  between  intra- 
peritoneal haematocele  and  diffuse  haemorrhage. 

Occasional  exceptions  to  the  rule  thus  formulated  are 
known.  For  instance,  I  have  met  with  a  case  of  tubal  mole 
(Case  14),  in  which  the  haemorrhage  from  the  unruptured 
tube,  although  it  resulted  in  an  intra-peritoneal  haematocele, 
was,  after  recurrence  and  rupture  of  the  haematocele,  fully 
as  copious  and  dangerous  as  that  which  I  have  usually 
found  after  later  rupture  of  the  tube ;  and,  again,  I  have 
known  at  least  one  case  of  rupture  of  the  tube  (Case  36) 
resulting  in  a  definite  and  localised  haematocele  in  which 
the  bleedigg  was  very  moderate  and  the  tumour  resulting 
from  it  quite  small  in  size.  These  exceptional  cases,  how- 
ever, do  not  interfere  with  the  general  truth  of  the  statement 
that  rupture  of  the  tube  is  specially  liable  to  be  followed 
by  diffuse  bleeding,  while  haemorrhage  from  an  unruptured 
tube  containing  a  mole  of  pregnancy  is  essentially  the  most 
common  cause  of  intra-peritoneal  haematocele. 

My  own  statistics  on  this  point  are  as  follows  : — 

Out  of  21  cases  of  intra-peritoneal  haematocele  due  to 
tubal  pregnancy  (in  which  the  condition  of  the  tube  was 
carefully  noted),  I  find  that  14  were  due  to  haemorrhage 
from  the  unruptured  tube,  while  7  were  associated  with 
rupture  of  the  tube. 

Dr.  CuUingworth's  figures  are  still  more  striking.  He 
states : — "  Of  25  cases  of  pelvic  haematocele  in  which  an 
opportunity  occurred  of  verifying  by  actual  inspection  the 
source  of  the  bleeding,  23  were  instances  of  haemorrhage 
from  the  open  abdominal  ostium  of  a  pregnant  Fallopian 
tube,  and  only  one  was  due  to  rupture." 
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The  formation  of  the  haematocele  is  a  process  full  of 
interest.  Much  of  this  has  been  already  described  when 
treating  of  the  tumour  formed  by  the  tubal  mole.  But 
when  the  bleeding  has  reached  beyond  the  limits  of  the 
tube  and  ovarj'  and  uterus,  when  it  invades  the  abdomen 
from  the  pelvis,  how  is  it  limited,  and  what  is  the  process 
by  which  a  more  or  less  amorphous  mass  of  blood-clot 
becomes  welded  or  shaped  into  a  definite  tumour  ?  It  must 
be  remembered  that  the  living  abdomen  is  always  full. 
Consequently,  when  any  blood  is  effused  into  the  pelvis 
it  is  in  contact  with  the  pelvic  viscera,  at  first  w^ith  the 
tube,  the  ovary,  and  the  turned-in  fold  of  the  broad  liga- 
ment. Later  on,  omentum  and  intestine  come  into  contact 
with  the  growing  blood-clot,  local  peritonitis  is  set  up  by 
the  haemorrhage,  the  pelvic  and  abdominal  viscera  become 
adherent  to  the  surface  of  the  blood-clot  and  the  latter  is 
bounded  everywhere  by  *' peripheral  adhesions"  to  sur- 
rounding organs.  The  intra-peritoneal  haematocele  is  tem- 
porarily formed.  But  another  process  is  going  on  beside 
this.  The  outer  layer  of  the  blood-clot  consolidates  into 
a  more  or  less  perfect  sac,  and  in  addition  to  the  adhesions, 
the  blood  becomes  encapsulated  by  a  limiting  layer  or  outer 
coat  derived  from  its  own  substance  or  tissue.  Sometimes 
the  haemorrhage  within  this  capsule  ceases  altogether — in 
process  of  time  the  adherent  viscera  become  detached  and 
we  may  find  a  perfect  sac  remaining  closely  fitting  round 
the  abdominal  mouth  of  the  Fallopian  tube,  blood  being 
found  within  it.  This,  which  I  have  described  elsewhere, 
is  known  as  encapsulated  haematocele,  and  examples  of 
this  condition  are  well  seen  in  the  specimens  removed  from 
Cases  7  and  8. 

In  the  specimen  from  No.  7  (fig.  12)  the  sac  of  the 
haematocele  is  altogether  independent  of  the  ovary  and 
tube,  though  the  mouth  of  it  was  closely  applied  around 
the  fimbriated  end  of  the  tube.  In  the  specimen  from  No. 
8  (fig.  13)  the  ovary  is  incorporated  with  the  wall  of  the 
haematocele,  while  a  mole  of  pregnancy  is  visibly  distending 
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the  unruptured  tube.  In  the  figure  the  tube  has  been  with- 
drawn from  the  inside  of  the  sac  in  order  to  show  that  it  is 
uninjured  and  intact,  but  before  the  separation  of  the  tube 
from  the  sac  the  latter  in  this  case  formed  a  marked  tubo- 


ovarian  tumour  which  evidently  might  have  given  rise  to  the 
(unfounded)  suspicion  of  an  ovarian  pregnancy.  But  it  is 
only  rarely  that  the  haemorrhage  ceases  on  the  immediate 


formation  of  the  haeraatocele.  In  nearly  all  cases  of  tubal 
pregnancy  with  hsematocele  the  bleeding  is  recurrent.  The 
source  of  the  bleeding  is  the  tube,  and  this  is  necessarily 
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now  in  the  centre  of  the  hfematocele.  The  outer  covering  of 
the  latter  is  stretched  and  distended  ;  somewhere  it  "  gives  " 
to  the  strain,  fresh  blood  and  biood-ctot  are  forced  through 
the  rent  or  bulge  through  the  weakened  capsule  into  the 
abdomen,  fresh  local  peritonitis  occurs,  fresh  adhesions 
form,  the  rent  is  patched  up,  and  the  hsematocele  (greatly 
increased  in  size)  again  goes  on. 

In  operating  on  a  hsematocele  which  has  been  formed 
in  this  way  by  several  recurrent  bleedings  from  the  fimbri- 
ated end  of  an  unruptured  tube,  what  sort  of  a  specimen  do 
we  remove  ?  The  recent  blood  and  blood-clot  at  the  site 
of  the  last  abdominal  bleeding — the  weakest  part  of  the 


Fig.  14.  ; 

h?ematocele — are  involuntarily  broken  down  by  the  hand 
on  touching  the  tumour,  this  and  the  central  part  or  con- 
tents of  the  hsematocele  are  washed  or  scooped  away,  parts 
of  the  outer  wall  are  broken  off  and  left  adhering  to 
intestine  or  omentum,  and  when  the  Fallopian  tube  together 
with  the  remainder  of  the  sac  is  ligatured  and  removed, 
we  find  the  outer  shell  of  the  hsematocele  forming  a  curious 
ragged  extension  of  the  tube,  and  if  we  view  the  tattered 
remnants  of  the  capsule  from  within,  we  may  usually 
observe  some  fimbria:  of  the  tube  at  one  point  on  the  inner 
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wall.  This  marks  the  aperture  of  entrance  from  the  tube 
into  the  haematocele.  The  following  sketches  of  specimens 
removed  from  Cases  14,  12  and  9  show  this  very  plainly. 
In  fig.  14  we  see  a  specimen  which  looks  at  first  sight  like 
a  tubal  pregnancy  which  has  ruptured  into  the  broad 
ligament,  so  extensive  are  the  remnants  of  the  capsule 
continuous  with  the  tube.  On  careful  section,  however,  we 
see  that  it  is  unruptured,  that  a  large  mole  of  pregnancy 
occupies  the  middle  portion  of  the  tube,  that  th^  outer  end 
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Fig.  15. 

of  the  tube  has  been  dilated  by  haemorrhage  and  that  the 
greater  part  of  the  tumour  has  been  formed  by  the  cap- 
sule of  the  haematocele  on  the  inner  surface  of  which  the 
fimbriae  of  the  outer  end  of  the  tube  abruptly  terminate 

(fig.  15); 

Similarly  in   figs.    16   and  17,  although  the  remains  of 

the  haematocele  capsule  are  much  less  extensive  we  may 

recognise   in    each    the   unruptured  tube   (complete  from 

uterine  end  to  fimbriae)  the  mole  distending  one  portion  of 

the  tube  and  the  rosette  of  fimbriae  opening  on  the  inner 

wall  of  the  haematocele  capsule. 

The  following  case,  to  which  the  specimen  depicted  in 
the  last  illustration  belongs,  may  be  taken  as  fairly  typical 
of  the  history  associated  with  such  tubal  moles  and  blood 
tumours  as  I  have  been  describing  : — 

Mrs.  E.  M.,  age  39,  has  been  married  for  seventeen  years. 
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She  has  five  children,  the  youngest  of  whom  is  1 1  years  of 
age.  Her  last  normal  menstrual  period  was  on  June  3, 1892. 
She  has  had  irregular  uterine  haemorrhage  since  July  10. 


There  is  no  clear  history  of  the  passage  of  any  definite 
nnerabrane  but  it  is  quite  possible  that  shreds  of  membrane 
have  passed  with  the  discharge.  She  has  been  perfectly 
well    until    quite    recently,    and    even    now    complains   of 


nothing  but  the  menstrual  irregularity  and  continued 
loss.  This  history  was  taken  on  her  first  visit  to  the 
hospital  on  August  26.    On  examination  1  found  that  the 
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uterus  was  retroflexed  and  that  a  small  mass  having  all 
the  characters  of  a  tubal  tumour  was  to  be  felt  behind 
and  to  the  right  of  the  retroflexed  uterus.  The  diagnosis 
was  made  of  early  extra-uterine  pregnancy,  but  I  had  no 
vacant  bed,  and  the  patient  was  allowed  to  return  to  her 
home.  On  September  2  she  began  to  suffer  severe 
abdominal  pain,  and  this  date  probably  marks  the  beginning 
of  intra-peritoneal  haemorrhage.  On  September  13  she 
was  admitted  into  hospital,  having  been  confined  to  her 
bed  for  several  days  with  recurrent  abdominal  pain  anld 
sickness.  On  admission  she  is  seen  to  be  decidedly  anaemic, 
her  abdomen  is  generally  distended  and  very  tender,  she 
lies  in  bed  with  her  legs  drawn  up,  her  countenance  denotes 
anxiety  and  suffering,  and  on  examination,  instead  of  the 
definite  tubal  tumour  originally  felt,  the  whole  of  the  pouch 
of  Douglas  is  recognised  as  filled  by  a  mass,  the  upper 
limit  of  which  it  is  impossible  to  define  on  account  of  the 
abdominal  distension  and  tenderness.  To  the  diagnosis  of 
tubal  pregnancy  the  further  diagnosis  is  added  of  "  intra- 
peritoneal haemorrhage."  On  September  15  I  operated, 
removing  the  specimen  which  has  already  been  briefly 
described.  There  was  some  dark  fluid  blood  free  in  the 
pelvis,  the  result  of  a  recent  rupture  of  the  haematocele. 
The  main  tumour  filling  the  pouch  of  Douglas  consisted  of 
this  haematocele  which  had  formed  around  the  fimbriated 
end  of  the  right  Fallopian  tube.  Within  the  tube  a  mole 
of  pregnancy  was  found.  The  patient  made  a  good 
recovery  and  was  discharged  on  October  8. 

Sometimes  the  whole  of  the  pouch  of  Douglas  is 
occupied  by  the  haematocele.  When  this  is  the  case  there 
is  as  a  rule  no  prominent  tumour  in  the  abdomen,  but  an 
irregular  thickening  stretching  across  the  lower  part  of 
the  belly  above  the  pubes  which  marks  the  upper  limit  of 
the  blood  effusion.  The  prominence  and  distension  of  the 
haematocele  caused  either  directly  by  the  haemorrhage  or 
secondarily  by  inflammatory  effusion  below  its  upper  limit 
is    entirely  expended    on    the    pouch   of    Douglas.    This 
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enlarges  in  every  direction  and  encroaches  on  the  vagina 
and  rectum  until  the  typical  tumour  is  formed  which  is 
characteristic  of  full  distension  of  the  pouch  when  its  upper 
connection  with  the  general  peritoneal  cavity  is  temporarily 
occluded.  Some  writers  describe  this  as  the  common  or 
usual  result  of  intra-peritoneal  bleeding.  In  my  own  experi- 
ence it  is  quite  exceptional.  Whenever  it  does  occur  the 
difference  of  tension  between  the  distended  pouch  of 
Douglas  and  the  upper  abdomen  proclaims  the  fact  that 
the  lowest  part  of  the  peritoneum  is  entirely  shut  off  by 
adhesions  from  the  rest  of  the  cavity,  and  because  of  this 
(as  we  shall  see)  the  condition  can  be  treated  as  a  purely 
local  affection. 

(3)  Later  Rupture  of  the  Pregnant  Tube. — This  may  take 
place  at  any  time  from  the  first  month  onward,  but  is  most 
common  from  the  second  to  the  fourth  month.  If  the  preg- 
nancy is  situated  in  the  middle  or  outer  portion  of  the  tube, 
and  especially  if  in  its  growth  it  opens  up  to  some  extent 
the  two  layers  of  the  meso-salpinx,  the  pregnancy  may 
continue  to  develop  for  some  weeks  before  rupture  or 
extrusion  occurs.  When  rupture  does  take  place,  although 
the  accident  may  be  fatal  (and  usually  is  so  without  opera- 
tion) the  haemorrhage  is  probably  never  so  directly  and 
immediately  fatal  ("  fatal  without  warning  ")  as  in  the  cases 
of  very  early  rupture  when  the  pregnancy  is  situated  at  the 
uterine  end  of  the  tube.  It  is  even  possible  for  haemorrhage 
to  be  altogether  absent. 

The  reason  for  this  variable  amount  of  haemorrhage  is  to 
be  mainly  sought  for  in  the  involvement  or  escape  of  the 
placental  attachment.  The  tube,  subject  to  slowly  increasing 
pressure  from  within  becomes  stretched  and  thin.  As  it 
enlarges  and  opens  up  the  layers  of  the  meso-salpinx,  space 
is  gained  in  which  a  pregnancy  may  develop  for  some  weeks 
without  material  difficulty.  This  space  is  further  protected 
by  the  bony  pelvis  on  the  side  where  the  pregnancy  is 
situated,  and  on  the  opposite  side  the  displaced  uterus  forms 
a  strong  support- or  boundary.     But  the  time  comes,  and 
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usually  about  the  third  month,  when  this  space  is  altogether 
insufficient  for  the  growing  tumour.  Then  either  the 
peritoneum  must  be  still  further  displaced  and  the  pregnancy 
must  burrow  downwards  into  the  cellular  tissue  beneath  it 
(this  belongs  to  tubo-ligamentary  pregnancy  and  will  be 
considered  later),  or  the  covering  of  the  pregnancy  gets 
thinner  and  thinner,  and  the  pregnancy  moves  upwards  until 
in  some  places  there  is  probably  nothing  but  the  one  layer 
of  peritoneum  between  it  and  the  abdominal  cavity.  Then 
with  further  growth  not  only  is  rupture  inevitable  but  some 
extrusion  of  the  pregnancy  into  the  abdomen — either  partial 
or  complete — is  a  necessary  consequence  also.  For  the 
present  this  alone  will  engage  our  attention.  If  the  placenta 
be  exposed,  separated  or  torn  the  bleeding  will  be  severe — 
if,  on  the  contrary,  the  placenta  is  not  involved  by  the 
rupture  any  haemorrhage  will  come  from  the  separated  tube 
alone,  and  this  may  be  moderate,  infinitesimal  or  wanting. 

Even  if  placental,  the  bleeding  is  only  rarely  directly  and 
immediately  fatal.  "  As  the  blood  pressure  falls  the  haemor- 
rhage ceases — at  all  events  for  a  time — and  a  more  or  less 
well-marked  attack  of  local  peritonitis  immediately  follows. 
This  peritonitis  is  neither  so  violent  and  dangerous,  nor  so 
protective  (by  the  formation  of  firm  adhesions)  as  is  the 
peritonitis  set  up  by  suppurative  inflammation,  but  it  is 
sufficient  to  form  a  kind  of  roof  or  cap  of  adhering  omentum 
and  intestine  which  covers  and  confines  the  haemorrhage 
and  blood-clot.  In  this  way  a  distinct  but  unstable  intra- 
peritoneal haematocele  is  formed.  I  call  it  unstable  because 
it  is  always  subject  to  change.  Fresh  haemorrhages  occur, 
sooner  or  later,  owing  to  the  increasing  detachment  and 
protrusion  of  the  placenta  which  so  frequently  follows  the 
rupture,  or  the  pregnancy  may  continue  to  grow. 

"In  either  case  the  haematocele  increases  in  size,  its  upper 
limit  becomes  convex  and  tense  from  the  augmented  con- 
tents, and  evei*y  few  days  or  every  day  some  fresh  strain  is 
placed  on  the  boundary  of  the  haematocele.  This,  which 
was  never  marked  by  any  solidity  or  strength,  finally  gives 
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way  and  a  fresh  invasion  of  the  general  peritoneal  cavity 
takes  place.  Under  these  circumstances  diffuse  haemorrhage 
into  the  peritoneum  may  occur  and  be  as  marked  as  in  the 
case  of  acute  bleeding  from  early  rupture,  but  is  more 
frequently  followed  by  another  arrest  and  further  repair. 
Whether  this  happens  or  not,  however,  it  is  not  now  so 
much  the  rupture  of  the  tube  which  is  the  seat  of  danger 
as  the  separation  of  the  placenta  and  the  rupture  of  the 
haematocele." 

From  this  description  which  (in  the  main)  I  quote  from 
an  article  on  intra-peritoneal  haematocele,  written  in  1895, 
it  will  be  evident  that  the  haematocele  caused  by  later 
rupture  of  the  tube — when  fully  formed — is  essentially 
similar,  save  in  extent  and  severity,  to  that  I  have  already 
described  as  occasioned  by  tubal  mole.  There  are,  how- 
ever, some  points  of  difference  which  almost  necessitate  the 
separate  consideration  I  have  given  to  the  haematocele  of 
tubal  mole  and  to  that  of  later  tubal  pregnancy  with  rupture. 
The  haemorrhage  in  tubal  mole  is  of  quite  a  different 
character  from  that  which  occurs  in  later  rupture  of  the 
tube.  In  tubal  mole  it  is  a  more  or  less  continuous  blood- 
drip  from  the  fimbriated  end  of  the  tube,  varied  perhaps  by 
an  occasional  little  gush  of  freer  bleeding  at  irregular  in- 
tervals. In  later  rupture  of  the  tube  the  haemorrhage  is 
sudden  and  relatively  copious,  arising,  as  we  have  seen, 
either  directly  from  the  tear  in  the  tube  or  from  separation 
of  the  placenta — or  from  both  combined.  In  tubal  mole, 
owing  to  the  slower  formation  of  the  blood  tumour,  the 
outer  layer  of  blood  has  time  to  consolidate,  and  some 
measure  of  true  encapsulation,  however  imperfect,  is  usually 
met  with.  In  later  rupture  of  the  tube  on  the  contrary,  any 
encapsulation  is  quite  exceptional,  and  the  haematocele  is 
limited  only  by  the  inflammatory  adhesions,  caused  by  the 
peritonitis  which  follows  the  haemorrhage.  Finally,  the 
whole  condition  in  later  rupture  of  the  tube  is  more  "acute." 
The  haematocele  is  larger  at  its  onset,  and  rapidly  increases 
in  size.     It  may  often  be  visibly  watched  enlarging  and 
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During  the  removal  of  the  pregnancy  the  amniotic  sac 
was  torn  and  only  a  portion  of  it  can  now  be  seen.  Before 
operation  it  was  in  all  probability  intact  and  completely 
covered  the  foetus.  If  I  restore  this  amniotic  sac,  replacing 
the  outline  of  it  around  the  foetus  and  cord,  and  if  (for 
purposes  of  argument  or  explanation),  it  be  conceded,  that 
the  bleeding  might  have  ceased  and  the  portion  of  placenta 


separated  from  the  tube,  have  recovered  good  attachment 
and  blood  supply,  we  shall  reproduce  the  exact  conditions 
under  which  a  child  may  continue  to  grow  within  the 
abdomen  of  the  mother,  in  other  words,  the  tubal  pregnancy 
may  be  recognised  in  this  specimen  as  transitional,  the 
tubal  pregnancy  is  already  becoming  "abdominal"  or 
ventral,  and  had  the  haemorrhage  at  extrusion  been  less 
severe  or  wanting,  it  is  quite  possible  that  such  a  pregnancy 
might  have  gone  to  term,  the  child  developing  within  the 
abdomen  of  its  mother. 
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A  R^suM]^  OF  Birmingham  and  Wolverhampton 

GYNiECOLOGY  DURING  THE  YEAR  1897. 

By  Christopher  Martin,  M.B.,  C.M.,Edin.,  F.R.C.S.Eng. 

Surgeon  to  the  Hospital  for  WomeUy  Birmingham. 

I  HAVE,  at  the  request  of  the  Editor  of  the  Journal, 
drawn  up  the  following  report  on  the  gynaecological  opera- 
tions performed  in  the  Birmingham  hospitals  in  1897. 

I  have  also  included  a  report  of  the  work  done  at  the 
Wolverhampton  Hospital  for  Women. 

Two  of  these  hospitals  are  special  hospitals,  viz.,  the 
Birmingham  Hospital  for  Women  and  the  Wolverhampton 
Hospital  for  Women.  The  other  two  are  general  hospitals 
with  special  gynaecological  departments,  viz.,  the  General 
Hospital,  Birmingham,  and  the  Queen's  Hospital,  Bir- 
mingham. 

Hospital  for  Women,  Birmingham. 

This  Institution  was  founded  in  1871.  It  comprises  an 
out-patient  department  and  an  in-patient  department  in 
separate  buildings.  The  out-patient  department  is  con- 
veniently situated  in  the  centre  of  the  town,  and  well 
arranged  for  its  special  requirements.  The  in-patient  de- 
partment is  inconveniently  situated  three  miles  away  in  the 
out-skirts  of  the  town.  It  is  an  old-fashioned  farm-house, 
which  has  been  altered  and  enlarged  by  the  addition  of 
isolated  cottage  wards.  It  is  ill  adapted  for  the  work  it  is 
called  on  to  perform.  There  are,  in  all,  nineteen  beds 
exclusively  devoted  to  surgical  cases.  In  addition  to  the 
strictly  gynaecological  cases,  it  has  for  many  years  been  the 
custom  to  admit  a  limited  number  of  other  cases  of  abdo* 
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minal  disease  requiring  surgical  treatment,  eg.,  cases  requir- 
ing nephrectomy,  colotomy,  cholecystotomy,  &c. 

There  are  five  special  wards  (with  one  bed  only  in  each) 
set  apart  for  cases  of  abdominal  section.  The  patients  are 
operated  on  in  their  wards,  there  being  no  operating  theatre. 
In  from  five  to  seven  days  (when  the  patients  are  con- 
sidered out  of  danger)  they  are  moved  into  one  of  the 
convalescent  wards.  In  these  convalescent  wards  are  also 
the  beds  reserved  for  the  treatment  of  minor  cases. 

The  following  is  the  method  now  adopted  of  preparing 
patients  for  operation.  The  patient  on  admission  is  given  a 
hot  bath,  special  care  being  taken  to  thoroughly  cleanse  the 
field  of  operation.  On  the  morning  of  the  operation,  or  in 
some  cases  the  evening  before,  the  pubes  is  shaved,  the 
skin  is  well  scrubbed  with  soap,  hot  water  and  lysol,  followed 
by  methylated  spirit  and  finally  perchloride  solution.  Then 
a  carbolic  compress  is  applied  to  the  field  of  operation  and 
not  removed  until  the  patient  is  under  the  anaesthetic.  On 
removal  of  the  compress  the  scrubbing  with  lysol,  spirit  and 
perchloride  is  repeated.  In  vaginal  cases,  the  vagina  is  well 
irrigated  with  lysol  solution,  followed  by  methylated  spirit 
and  finally  perchloride.  In  most  cases,  however,  this  toilet 
of  the  vagina  is  performed  after  the  patient  is  under  the 
anaesthetic.  For  cleansing  the  hands  of  the  surgeon  and 
nurses,  prolonged  scrubbing  with  soap,  lysol,  and  hot  water 
is  the  method  usually  employed.  In  many  cases,  however, 
the  permanganate  and  oxalic  acid  method  or  the  spirit  and 
perchloride  method  is  also  employed.  The  instruments, 
glass  or  rubber  drainage  tubes,  the  silk  ligatures,  and  the 
silkworm  guts  sutures  are  all  sterilised  by  boiling.  The 
gauze  pads  (used  exclusively  in  place  of  sponges),  are 
sterilised  by  steam.  The  water  used  in  the  operation  is 
also  sterilised.  The  dressings  used  for  the  wounds  are  of 
the  simplest  character,  being  pads  of  unmedicated  absorbent 
'wool  enclosed  in  gauze,  or  squares  of  Gamgee  tissue.  In 
some  ciases  a  dressing  of  iodoform  gauze  is  placed  next 
the  wound.    The  whole  dressing  is  kept  in  position  by 
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two  or  three  bands  of  strapping,  and  over  all  an  ordinary 
obstetric  binder  is  firmly  pinned.  After  vaginal  operations, 
the  vagina  is  packed  with  iodoform  gauze. 

During  the  year  1897  297  operations  were  performed  of 
which  137  were  abdominal  sections.  The  term  abdominal 
section  is  strictly  limited  to  operations  which  involve  opening 
the  peritoneal  cavity,  either  through  the  abdominal  wall  or 
through  the  vaginal  roof.  It  will  be  seen  that  this  defini- 
tion excludes  such  major  operations  as  lumbar  nephrectomy, 
nephrotomy,  and  colotomy  from  the  category  of  abdominal 
sections.  The  anaesthetic  used  in  the  vast  majority  of  cases 
is  a  mixture  of  two  parts  of  ether  and  one  part  of  chloroform 
given  with  a  Clover's  inhaler.  In  special  cases  (d.^.,  where 
there  are  renal,  or  pulmonary  complications),  chloroform 
alone  is  given  on  a  Skinner's  mask.  A  detailed  statement 
of  the  operations  performed  is  here  appended. 


Operations  involving  Abdominal  Section. 

Cases    Recovered 


Exploratory  incision   ... 

'Myoma 


Removal  of  one 
or  both  ap- 
pendages for 


Removal  of 


Salpingo-o6phoritis 

Pyosalpinx 

.Abscess  of  ovary ... 
Removal  of  both  ovaries  for  cystoma 
Removal  of  one  ovary  for  cystoma ... 

iCyst  of  broad  ligament 
Parovarian  cyst    ... 
Ectopic  gestation ... 
Hydrocele  of  round  ligament 
Vermiform  appendix 
Pan-hysterectomy  for  myoma 

/Cancer       ... 

Myoma      

Prolapse 

Chronic  metritis  ... 
Acute  metritis 
VTubercular  peritonitis 
Vaginal  fix^t;ion  of  uten)$.for  introversion  or  pro- 

lapse  •.«,,,    •••        ...        »..        ... 
RacUcal  cure. of  ventral  l}^rnia 


Vaginal    hyste- 
rectomy for 


••• 


Died 


3 

3 

• .. 

II 

II 

a  .  . 

13 

II 

2 

6 

4 

2 

I 

I 

. . » 

6 

6 

. .. 

22 

19 

3 

I 

•   I 

... 

3 

2 

I 

10 

10 

... 

I 

I 

... 

I 

I 

... 

7 

5 

2 

6 

5 

I 

3 

I 

2 

I 

I 

... 

13 

13 

... 

I 

I 

... 

2 

2 

..« 

II 

II 

•.• 

4 

3 

I 

l20 
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Incision     and 
drainage  for 


/Pelvic  abscess 
Chronic  peritonitis 
Tubercular  peritonitis 
Suppurative  peritonitis 
Cyst  of  broad  ligament 
Malignant  ascites... 
Abdominal  nephrectomy  for  pyonephrosis 

Total 


Cases    Reoovtiwl    Di«d 

3  3 

I 

I 

I 

I 


137 


122 


15 


Operations  not  Involving  Abdominal  Section. 


r  Endometritis    

Curetting  for     -I  Incomplete  abortion   ... 

I  Cancer  of  uterus 
Evacuation  of  uterus  for  placenta  praevia 
Enucleation  of  sub-mucous  myoma 

Removal  of  polypus  uteri 

D rainage  of  pelvic  abscess  

Trachelorrhaphy     ..•        ..• 

D ilatation  of  cervix  for  stenosis 

Amputation  of  cervix  for  hypertrophy    . . . 

Amputation  of  cervix  for  cancer 

Removal  of  vaginal  cyst 

Repair  of  vesico-vaginal  fistula    

Colporrhaphy  ..*        ... 

Removal  of  urethral  caruncle       

Dilatation  of  urethra  for  cystitis 

Removal  of  epithelioma  of  vulva 

Removal  of  papillomata  of  vulva 

Removal  of  fibroma  of  vulva        

Excision  of  suppurating  cyst  of  labium  ... 

Perineorrhaphy       

Repair  of  recto- vaginal  fistula    ... 
Incision  of  perineum  for  vaginismus 

I  ncision  of  perineal  abscess         

Incision  of  fissure  of  anus 

Division  of  fistula  in  ano 

Removal  of  haemorrhoids  . . .  •      

Removal  of  tumour  (myoma,  lipoma,  &c)  of  abdominal  wall 
Removal  of  buried  sutures  from  abdominal  wall 
Incision  of  abscess  of  groin  or  abdominal  wall ... 

Amputation  of  breast  for  cancer ••* 

Removal  of  recurrent  cancer  from  dcatrix  or  axilla 
Removal  of  adenoma  of  breast    ... 


N<K 

25 
•16 

I 

I 

I 

10 

4 
I 

7 
I 

I 

3 

2 

I 

6 
I 
2 
I 
2 
I 

16 
I 
I 
I 
I 
6 

II 
8 
I 

3 

14 

3 

3 
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Incision  of  abscess  of  breast        2 

Lumbar  nephro-lithotomy  3 

Lumbar  nephrectomy        ...        ...        ...        ...        ...        ...        ...      i 


Total        160 


(There  was  no  mortality  amongst  these  cases.) 

Fatal  Cases  (15). 


A.  Removal  of  Appendages  for  Salpingo-odphoritis, — 
There  were  two  deaths  after  this  operation,  (i)  A  patient, 
aged  34,  married,  had  her  appendages  removed  for  chronic 
inflammatory  disease  on  January  25.  At  the  same  time  a 
suppurating  vulvo-vaginal  cyst  was  excised.  A  large  haema- 
tocele  formed  in  the  right  broad  ligament.  It  suppurated 
and  became  adherent  to  numerous  coils  of  intestine.  It  was 
opened  and  drained  by  an  incision  just  above  the  groin. 
On  collapse  of  the  sac  the  adherent  coils  of  intestine  became 
acutely  kinked,  and  the  patient  died  on  February  9,  from 
acute  intestinal  obstruction.  (2)  The  appendages  were 
removed  for  chronic  salpingo-oophoritis  from  a  married 
woman,  aged  24,  on  April  23.  The  patient  died  on  May  2, 
from  septic  peritonitis. 

B.  Removal  of  Appendages  for  Pyosalpinx. — ^There  were 
two  deaths  after  this  operation,  (i)  A  patient,  aged  25,  and 
single.  She  had  double  tubercular  pyosalpinx  with  a  large 
faecal  tubo-ovarian  abscess.  The  appendages  were  removed 
on  May  7,  and  the  patient  lingered  until  June  3,  when  she 
died  of  chronic  suppurative  peritonitis.  (2)  The  second 
case  occurred  in  a  married  woman,  aged  22.  There  was  a 
large  tubo-ovarian  abscess  on  the  right  side,  very  adherent 
to  coils  of  small  intestine.  The  right  appendages  were 
removed  on  September  10.  Perforation  of  one  of  the 
adherent  coils  of  intestine  took  place,  and  she  died  on 
September  16,  from  the  resulting  peritonitis. 

C.  Ovariotomy. — ^There  were  three  deaths  after  this 
operation,  (i)  The  patient  was  aged  31,  and  single,  had 
a  cystoma  of  the  right  ovary  removed  on  May  13.  She  did 
well  until  the  third  day,  when  acute  intestinal  obstruction 
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developed.  The  wound  was  reropened  and  a  coil  of  small 
intestines  was  found  adherent  to  the  pedicle  and  imprisoned 
beneath  the  acutely  retro-flexed  uterus.  The  obstruction 
was  easily  relieved.  There  were  no  signs  of  general  peri- 
tonitis. The  patient,  however,  never  rallied  from  the  second 
operation  and  died,  apparently  of  exhaustion,  on  May  22. 
(2)  This  patient  was  aged  37,  and  married.  She  had  a  small 
ovarian  cystoma  and'  a  doubtful  tubal  pregnancy.  The 
operation  was  performed  on  September  22.  The  patient 
died  on  September  25,  of  septic  peritonitis.  (3)  This  patient 
was  married,  and  aged  52.  On  December  9,  a  strangulated 
ovarian  tumour  (with  twisted  pedicle)  was  removed.  She 
died  on  January  14^  of  tubercular  disease  of  the  lungs  and 
recurrent  mania. 

D.  Removal  of  Parovarian  Cyst. — ^There  was  one  death 
after  this  operation.  The  patient  was  aged  30,  and 
married.  The  operation  was  performed  on  September 
29.  The  tumour  was  very  large  and  adherent,  and  firmly 
imbedded  in  the  broad  ligament.  The  patient  was  a 
chronic  drunkard.    She  died  October  i,  of  shock. 

£.  Pan-hysterectomy  for  Myoma. — ^There  were  two  deaths 
from  this  operation,  (i)  The  patient  was  aged  61,  and 
married.  On  March  24  pan-hysterectomy  was  performed 
for  a  large  myo-sarcoma  of. the  uterus.  The  patient  died 
on  April  3  of  exhaustion  and  some  retro-peritoneal  suppura- 
tion. (2)  The  patient  was  a  widow,  aged  44.  She  had  a 
large  multinodular  myoma  of  the  uterus  and  left  hydro- 
salpinx. Pan-hysterectomy  by  Kelly's  method  was  per- 
formed on  April  26.  The  abdominal  wound  became 
infected.  Portions  of  the  rectus  muscle  on  both  sides 
sloughed  and  the  patient  died  on  May  5  of  septicaemia. 
She  was  a  chronic  drunkard. 

F.  Vaginal  Hysterectomy  for  Myoma. — ^There  were  two 
deaths  after  thia  operation,  (i)  The  patient  was  a  widow, 
aged  43.  The  operation  was  performed  on  February  25. 
She  died  the  next  day  of  acute  septic  peritonitis.  .  (2)  This 
patient  was  aged  43  and  married.    She  was  operated  on,  on 
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August  31.  She  was  much  exhausted  by  prolonged  haemor- 
rhages from  a  large  sub-mucous  myoma.  This  was  treated 
by  morcellement  and  the  uterus  then  removed  by  vaginal 
hysterectomy.  The  patient  never  rallied  from  the  pro- 
longed operation  and  died  of  shock,  September  i. 

G.  Vaginal  Hysterectomy  for  Cancer. — ^There  was  one 
death  after  this  operation.  The  patient  was  a  widow,  aged 
33.  On  March  30,  an  incomplete  vaginal  hysterectomy  was 
performed — it  was  found  impossible  to  remove  the  whole  of 
the  disease.  On  April  11  intestinal  obstruction  supervened 
and  she  died  on  April  16. 

H.  Radical  Cure  of  Ventral  Hernia. — There  was  one 
death  after  this  operation.  The  patient  was  aged  34,  and 
married.  During  the  operation  the  bladder  was  accidentally 
opened  and  at  once  sutured  with  fine  silk.  Some  hours 
after  the  operation  one  of  the  deep  sutures  gave  way  during 
an  attack  of  vomiting.  Acute  peritonitis  supervened  and 
she  died  the  following  day. 

L.  Incision  and  Drainage  for  Malignant  Ascitis. — ^There 
was  one  death  after  this  operation.  The  patient  was  aged 
61,  and  married.  There  was  a  large  collection  of  ascitic 
fluid  due  to  sarcoma  of  the  peritoneum.  The  operation 
was  performed  on  April  29  and  she  died  on  May  15  of 
exhaustion. 

The  death  rate  after  abdominal  sections  was  io'9  per 
cent.,  the  highest  the  hospital  has  recorded  for  many  years. 
Of  the  fifteen  deaths,  one  was.  due  to  tubercular  disease  of 
the  lungs  and  mania,  two  to  shock,  two  to  exhaustion, 
three  to  intestinal  obstruction,  one  to  chronic  suppurative 
peritonitis,  one  to  perforative  peritonitis,  four  to  septic 
peritonitis,  and  one  to  infection  of  the  wound  and  septi- 
caemia.   There  were  thus  eight  deaths  due  to  non  septic 

causes  and  seven  deaths  due  to  septic  causes. 

•  ■ »       •  •       .  .         . 

Hospital  for  Women,  Wolverhampton. 

This  Institution,  founded  in  1890,  is  conveniently 
situated  in  the  centre  of  the  town.  •  The  building  (formerly 
a  private  residence),  is,  however,  old  and  ill-adapted  for  the 
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purposes  of  a  hospital.  There  are  eleven  beds,  two  of  which, 
in  separate  wards,  are  set  apart  for  cases  of  abdominal 
section.  In  spite  of  the  antiquated  building  and  the  un- 
satisfactory general  surroundings,  excellent  results  have  been 
obtained,  as  may  be  seen  from  the  annual  reports — that  for 
the  last  year  being  here  appended.  These  results  tend  to 
prove  the  truth  of  the  dictum  of  a  great  abdominal  surgeon, 
"that  the  patient's  fate  is  sealed  when  the  last  suture  is  tied." 
This,  however,  must  not  be  used  as  an  argument  against 
the  necessity  for  a  new  building,  since  it  is  obvious  that 
a  more  suitable  institution  would  enable  as  good  or  even 
better  results  to  be  attained,  without  the  present  great  strain 
on  the  resident  staflf  of  the  Hospital. 

Every  possible  precaution  is  taken  to  ensure  perfect 
asepsis,  it  being  considered  that  an  extra  half  hour's  work 
before  the  operation  is  better  than  a  week  of  anxious  after- 
treatment. 

I.— Operations  involving  Abdominal  Section. 

Cases    Recovered     Died 

Exploratory  incisions 2  20 

Both  ovaries  for  cystoma 2  2  o 

II  ,1      sarcoma  ...        ...  i  10 

One  ovary  for  cystoma      4  4  o 

II        „      abscess       ...        ...  2  20 

Tubal  pregnancy     i  10 

'Myoma         ...        ...        ...        ...  i  01 

Salpingo-oophoritis 2  2  o 

,Pyo-salpinx 4  40 

/Ascites  ...        ...        ...        ...  I  10 

Chronic  peritonitis i  i  o 

Tubercular  peritonitis        i  i  o 

Pelvic  abscess         4  40 

Peritoneal  cyst        i  i  o 

^Cancer  ...        ...        ...        ...  i  10 

Vaginal  hysterectomy  3  30 

Pan-hysterectomy       2  20 

Radical  cure  of  hernia  4  40 

Conservative  operations  on  uterus  and  appendages  : — 

Hysteropexy        

Ignipuncture        ...        •••        ...        ••• 
Resection  of  ovary        


Removal  of 


Removal    of 
appendages 
for 


Incision    and 
drainage  for' 


Totals 


•*« 


46 


45 
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II.— Operations  not  Involving  Abdominal  Section. 

Cases 

V>lU  wlllll^          •••               •■•               ■••                ■«•                •«•               ••• 

39 

Perineorrhaphy       

..     II 

Removal  of  caruncle  and  labial  cysts 

••      5 

Ampatation  of  breast        

...      4 

Removal  of  haemorrhoids 

...      8 

Division  of  cervix 

...      6 

Colporrhaphy          

...     II 

Dilatation  of  cervix 

4 

Dilatation  of  rectal  stricture 

...      3 

Amputation  of  cervix         

..      5 

Removal  of  coccyx 

2 

Removal  of  vesical  growth 

I 

Removal  of  pessary           

I 

Removal  of  polypus          

2 

Drainage  of  vaginal  cyst 

I 

Various  minor  operations 

...      7 

no 


(There  was  no  mortality  amongst  these  cases.) 


General  Hospital,  Birmingham. 

At  the  new  General  Hospital  there  are  ten  beds  allotted 
for  the  special  diseases  of  women.  At  the  beginning  of 
the  year  1897  there  were  in  the  old  hospital  only  six  beds 
set  apart,  and  for  four  or  five  months  during  the  year  the 
number  was  reduced  still  further;  the  full  number  of  ten 
beds  in  the  new  hospital  was  not  available  until  the  end 
of  October.  The  work  for  the  year  1897  was,  for  these 
reasons,  somewhat  below  the  average  amount  of  the  previous 
two  or  three  years. 

In  all  ninety-eight  patients  were  admitted  to  the  gynae- 
cological beds  in  1897,  and  in  seventy-six  of  these  cases 
operations  were  performed. 


Abdominal  coeliotomy  ... 
Vaginal  coeliotomy 
Minor  operations 


38 

6 

32 


Died 

5 

o 

I 


76 


126 


Original  Communications 


Cases 

...      8 

Died 
O 

I 

O 

I 

O 

I 

2 
I 

...      4 
I 

O 

I  {a) 
I  {3) 
I  (c) 
o 

...      5 
...      6 

o 
o 

I 
•.      3 

2 
I 

o 

1(d) 

o 

I 

o 

The  total  mortality  of  the  abdominal  sections,  estimated 
in  the  usual  way,  was  thus  5  in  44  =  ii"3  per  cent. 

The  abdominal  coeliotomies  were  made  up  as  follows  : — 


Glandular  ovarian  cyst ...         

Unilocular  parovarian  cyst      

Graafian  cyst      ...        ...        ••. 

Cystic  carcinoma  of  both  ovaries       

Cystic  sarcoma  of  ovaries       

Malignant  ovarian  tumour,  exploratory  incision 

Chronic  salpingo  oophoritis     

Pelvic  neuralgia,  exploratory  incision 

Pyosalpinx  

Tubal  pregnancy  

Removal  of  appendages  for  myoma 

Pan-hysterectomy  for  myoma  ..         

Mesenteric  cyst 

Ventral  hernia    ...        ...        ...        ...        •.. 

Hydronephrosis 


38        5 
Fatal  Cases  (5). 

(a)  The  fatal  case  of  sarcoma  of  the  ovaries  occurred  in 
a  woman  aged  52.  At  the  operation  about  two  pints  of 
free  peritoneal  fluid  were  found  ;  there  was  a  large  tumour 
of  the  right  ovary,  and  one  the  size  of  a  cocoa-nut  of  the 
left  ovary ;  numerous  adhesions  to  the  small  intestine  and 
mesentery  required  to  be  dealt  with.  The  patient  appeared 
to  be  making  satisfactory  progress  at  first,  but  died  on  the 
sixth  day  from  rupture  of  the  jejunum  at  the  site  of  a 
secondary  growth.  At  the  post  mortem  other  deposits  were 
found  in  the  liver,  behind  the  peritoneum,  and  in  the  small 
intestine. 

(6)  The  patient,  aged  50,  was  admitted  in  a  state  of 
great  exhaustion  and  with  a  moderate  degree  of  fever. 
Eighteen  days  later,  when  the  patient  seemed  to  have 
improved  to  a  certain  extent,  an  exploratory  incision  was 
made,  and  a  very  vascular  tumour  with  many  adhesions  was 
observed.  The  patient  was  too  ill  to  admit  of  an  attempt 
at  the  removal  of  such  a  tumour,  and  she  afterwards  gradu- 
ally sank  and  died  of  exhaustion  on  the  eighth  day. 
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(c)  A  small,  thin  woman  who  had  been  a  chronic 
sufferer  for  years  with  repeated  attacks  of  pelvic  peritonitis, 
had  both  sets  of  appendages  removed ;  there  was  nothing 
unusual  about  the  operation,  and  no  pus  was  found. 
Within  twenty-four  hours  pneumonia  began  at  the  left 
base;  this  began  to  clear  up  about  the  ninth  day,  when 
pneumonia  set  in  at  the  right  base,  and  becoming  gan- 
grenous led  to  the  patient's  death  on  the  twenty-ninth  day 
after  operation.  A  culture  of  the  foetid  sputum  showed  the 
presence  of  the  pneumococcus,  and  of  a  bacillus  which  was 
not  identified.  At  the  autopsy  there  were  found  fine  mem- 
branous adhesions  in  the  pelvis ;  no  thickening  about  the 
ligattires ;  and  no  free  fluid. 

(d)  A  telangiectatic  myoma  weighing  7^  lbs.  was  dealt 
with  by  total  abdominal  hysterectomy,  both  ovaries  and 
tubes  being  removed  along  with  the  uterus.  A  gauze  drain 
was  passed  from  the  peritoneal  cavity  to  the  vagina.  The 
patient,  who  was  a  large  fat  woman,  aged  47,  did  well  for  a 
week  ;  then  she  began  to  vomit  and  bronchitis  set  in.  The 
wound  burst  open  during  a  fit  of  coughing  on  the  ninth 
day ;  it  was  sutured  again.  Distension  came  on,  and  death 
ensued  on  the  eleventh  day.  There  was  no  post-mortem 
examination. 

(e)  A  very  large  tense  cyst,  which  apparently  sprang 
from  the  mesentery,  and  which  contained  blood  and  fibrin, 
could  not  be  removed  because  of  its  dense  adhesions  and 
deep  connections.  While  gently  exploring  the  cavity,  bleed- 
ing began  and  went  on  profusely  from  the  depth  of  the 
cyst.  The  cavity  was  stuffed  wtth  iodoform  gauze,  and  the 
edges  of  the  cyst  sutured  to  the  abdominal  wound.  The 
transfusion  of  saline  solution  was  made  into  a  vein,  but  the 
patient  died  from  the  profuse  and  continued  haemorrhage 
two  hours  after  being  returned  to  bed. 

It  will  be  observed  that  of  these  five  deaths  one  only, 
that  after  hysterectomy,  was  due  to  wound  infection.  At 
the  old  hospital  the  gynaecological  operations  were  done 
in  the  general  theatre,  and  the  cases  were  nursed  in  the 
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general  medical  wards,  two  beds  being  allotted  in  one  of 
the  large  medical  wards,  and  the  other  four  beds  being 
contained  in  a  smaller  ward.  In  the  New  General  Hospital 
there  is  one  ward  containing  eight  beds,  and  two  private 
wards  with  one  bed  each. 

A  combination  of  the  aseptic  and  antiseptic  methods  is 
used  in  the  treatment  of  the  cases.  In  every  abdominal 
section  special  care  is  given  to  the  preparation  of  the  vulva 
and  vagina,  both  by  the  nurse  and  immediately  before  com- 
mencing the  operation  by  the  assistant.  The  skin  of  the 
abdomen,  the  vulva,  and  the  hands  of  those  concerned  in 
the  operation  is  prepared  by  careful  scrubbing  with  hot 
water  and  soap  for  three  minutes,  followed  by  rubbing  with 
spirit,  and  then  with  i  in  20  carbolic  or  i  in  2,000  cor- 
rosive sublimate  solution  for  two  minutes.  Instruments, 
silk,  and  silkworm  gut  are  boiled.  Sponges  are  generally 
used  in  abdominal  sections,  but  where  pus  is  diagnosed 
to  be  present  sterilised  pads  and  squares  of  gauze  are 
employed.  Flushing  of  the  peritoneum  is  seldom  carried 
out ;  drainage,  when  required,  is  usually  provided  for  by  a 
glass  tube,  occasionally  by  gauze  packing.  The  abdominal 
incision  is  closed  as  a  rule  by  a  single  series  of  deep  silk  or 
silkworm  gut  sutures. 

Vaginal  Cceliotomy. 

Vaginal  hysterectomy  for  epithelioma  of  the  cervix  ... 
Vaginal  vesico-fiication  for  retroversion  of  the  uterus  ... 
Vaginal  fixation  for  prolapse        


Cases 

Died 

I 

0 

3 

0 

2 

0 

In  women  of  child-bearing  age  points  high  on  the 
anterior  wall  of  the  uterus  are  sutured  to  the  peritoneum 
covering  the  bladder.  In  patients  at  or  after  the  menopause 
the  fundus  is  sutured  to  the  vaginal  wall.  The  operations 
for  prolapse  were  combined  in  each  case  with  amputation 
of  the  cervix  and  perineorrhaphy. 
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Minor  Operations. 

Partial  excision  of  cervix  for  diagnosis 

Removal  of  fibroid  polypus  of  cervix      

Curetting  for  JCorporeal  endometritis 

(Carcinoma  cervicis  

Vaginal  cyst,  excision        

Trachelorrhaphy 

Vesico- vaginal  fistula        

Perineorrhaphy       ...       -... 

Extension  of  perineum  for  prolapse       

Dilatation  of  vulva 

Vulvar  abscess,  incision 

Chronic  Bartholinitis,  excision     

Incomplete  abortion,  evacuation  of  uterine  contents   , 

Induction  of  abortion  for  haemorrhage 

Induction  of  premature  labour  for  hydramnion  in  twin  preg 

nozi\>y      •••  ■•■  •••  •«•  •*•  ••■  •«•  •• 


I 

5 
6 

2 

I 

I 

2 

3 

4 
I 

I 

I 

2 
I 


Died 
O 
O 
O 
O 
O 
O 
I 
O 
O 
O 
O 
O 
O 
O 


32  I 

The  fatal  case  after  operation  for  the  cure  of  vesico- 
vaginal fistula  occurred  in  a  woman  aged  53,  whose 
uterus  had  been  removed  for  malignant  disease  twenty 
months  previously.  The  fistula  was  high  up  at  the  apex 
of  the  vagina,  and  thus  rendered  the  operation  one  of 
extreme  difficulty.  The  woman  died  of  septic  peritonitis 
two  days  later,  and  the  cause  of  this,  as  disclosed  by  the 
autopsy,  lay  in  the  close  union  of  the  peritoneum  to  the 
edge  of  the  fistula.  This  relation  had  led  to  wound  of  the 
peritoneum,  and  to  leakage  of  urine  into  Douglas'  pouch 
and  along  the  hollow  of  the  sacrum. 


Queen's  Hospital,  Birmingham. 

At  the  Queen's  Hospital  a  special  ward,  containing  three 
or  sometimes  four  beds,  is  devoted  to  gynaecological  cases. 

During  the  year  1897  fifty-seven  cases  were  admitted 
and  forty-seven  operations  were  performed  ;  of  these,  eleven 
involved  the  opening  of  the  peritoneal  cavity. 

All  the  cases  operated  on  recovered,  and  there  was  no 
death  in  the  department  throughout  the  year. 
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The  following  are  the  particulars  of  the  operations  in 
which  the  peritoneal  cavity  was  opened  : — 

Cases. — In  four  cases  ovariotomy  was  performed ;  in  two 
of  these  multilocular  cysts  were  found,  in  one  a  suppurating 
and  in  the  fourth  a  dermoid  cyst. 

In  one  case  the  left  ovary,  containing  an  abscess  which 
held  about  one  ounce  of  pus,  was  removed. 

There  was  one  case  of  ruptured  extra-uterine  gestation, 
in  which  a  foetus  of  about  three  months'  development  was 
found  in  the  peritoneal  cavity. 

There  was  one  operation  for  the  removal  of  a  pyosalpinx, 
the  tube  in  this  case  being  much  distended  and  containing 
about  three-quarters  of  a  pint  of  pus. 

In  one  case  pan-hysterectomy  was  performed  for  the 
removal  of  a  large  myoma  which  reached  above  the 
umbilicus. 

One  case  of  adherent  retroflexion  with  hydrosalpinx  was 
treated  by  ventro-fixation  of  the  uterus. 

In  two  cases  vaginal-hysterectomy  was  performed,  in  one 
on  account  of  intractable  haemorrhage  from  the  uterus,  and 
in  the  other  for  epithelioma  of  the  cervix. 

Among  the  operations  which  did  not  involve  the  open- 
ing of  the  peritoneal  cavity,  the  following  were  interesting 
and  are  worthy  of  remark  : — 

In  one  case  a  uterine  fibroid,  weighing  2^  lbs.,  was 
removed  per  vaginam  by  enucleation  and  morcellemeni  ; 
during  the  operation  the  uterus  was  completely  inverted,  and 
the  tumour  peeled  off  the  fundus  to  which  it  was  attached. 
The  inverted  fundus  was  replaced,  the  uterine  cavity  packed 
with  iodoform  gauze,  and  the  patient  made  a  rapid  and 
uneventful  recovery. 

In  one  curious  case  a  bone  crotchet  hook,  seven  inches 
in  length,  was  removed  from  the  broad  ligament,  where  it 
had  been  for  six  months ;  it  had  been  introduced  by  the 
patient  herself  under  the  mistaken  impression  that  she  was 
pregnant,  and  had  produced  no  symptoms  except  some  pain 
on  movement. 
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Six  cases  of  complete  rupture  of  the  perineum  were 
operated  on,  in  ail  by  the  flap-splitting  (Lawson  Tait) 
method,  and  in  every  case  the  patient  regained  complete 
control  of  her  sphincter. 

A  complete  list  of  the  work  of  the  department,  taken 
from  the  Annual  Report  of  the  Hospital,  is  appended. 


Operations. 

/. — Abdominal  Sections, 

Removal  of  ovarian  cysts         

^  ovarian  abscess     

„  ruptured  extra-uterine  gestation 

„  pyosalpinx  ..• 

Pan-hysterectomy  for  myoma 

Ventral  fiaation  of  uterus         

Vaginal  hysterectomy 

Total    ... 

//. — Minor  OpernHom. 

Enucleation  of  uterine  fibroid 

For  fibroid  polypus        

For  mucous  polypus      

For  curetting  uterus      

For  foreign  body  in  broad  ligament 

Amputation  of  cervix    ... 
Dilating  cervix    ... 

Induction  of  premature  labour  

Induction  of  abortion 

For  retroflexion  ... 

For  retroversion  of  gravid  uterus       

For  vesico- vaginal  fistula         

For  removal  of  retained  pessary        

For  complete  rupture  of  perinaeum    

Posterior  colporrhaphy 

For  epithelioma  of  vulva  

For  mammary  abscess  ... 


Total 


(There  was  no  mortality.) 


4 
I 

I 

I 

I 

I 

2 

II 


I 

2 
I 
7 

2 
I 
2 
I 
I 

4 
2 
I 

I 
6 

I 
I 

2 

36 


General  Summary. 

We  may  now  by  adding  together  the  figures  obtained 
from  the  four  hospitals,  briefly  summarise  the  results.     In 
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all  576  operations  were  performed  in  the  year  1897.  Of 
these  238  were  abdominal  sections,  of  which  21  died,  giving 
an  average  mortality  of  8'8  per  cent.  There  were  338  minor 
cases  with  i  death  (a  mortality  of  0*29  per  cent.).  There 
were  52  ovariotomies  with  4  deaths  (a  mortality  of  77  per 
cent.),  13  cases  of  removal  of  the  appendages  for  myoma 
with  I  death  (a  mortality  of  77  per  cent.).  There  were  13 
pan-hysterectomies  for  myoma  with  3  deaths  (a  mortality  of 
23  per  cent.).  There  were  19  cases  of  removal  of  appendages 
for  salpingo-oophoritis  with  3  deaths  (a  mortality  of  157  per 
cent.).  There  were  20  cases  of  removal  of  appendages  for 
pyo-salpinx  or  ovarian  abscess  with  2  deaths  (a  mortality 
of  10  per  cent.).  There  were  32  cases  of  vaginal  hysterec- 
tomy with  3  deaths  (a  mortality  of  97  per  cent.).  There 
were  18  cases  of  ectopic  pregnancy  and  no  death.  There 
were  26  cases  of  vaginal  or  ventral  fixation  of  the  uterus 
with  no  death. 

In  conclusion,  I  acknowledge  with  many  thanks  the 
courteous  manner  in  which  the  operating  surgeons  on  the 
staffs  of  the  four  hospitals  have  placed  their  figures  and 
reports  at  my  disposal :  I  refer  to  Dr.  Malins  and  Dr.  Thomas 
Wilson  of  the  General  Hospital,  Dr.  Purslow  of  the  Queen's 
Hospital,  Dr.  Lycett  and  Dr.  Edge  of  the  Wolverhampton 
Hospital,  and  my  own  colleagues,  Dr.  Savage,  Mr.  Taylor 
and  Mr.  Jordan. 
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REVIEWS. 

Technique  Chirurgicale,  Paris.    Par  Doyen,  avec  la 

collaboration   du   Docteur  G.   RoussEL,  et  de  M,  A. 

MiLLOT.    36  plates,  422  engravings.     Masson  et  Cie., 

Editeurs,   Libraires  de  TAcademie   de   Medecine,  120, 

Boulevard  Saint  Germain  (pp.  600).     London,  Messrs. 

Baillifere,  Tindall  &  Cox. 

Though  this  work  is  written  as  much  fer  the  general 

surgeon  as  the  gynaecologist,  it  has  a  special  interest  for  the 

latter,  inasmuch  as  nearly  two-thirds  of  it  is  absorbed  by 

operative  gynaecology,  and  it  is  to  this  portion  of  the  work 

that  attention   is  specially  directed.     In  his   introduction, 

Dr.  Doyen  discusses  the  revolution  of  modern  surgery  due 

to  the  discovery  of  antisepsis,  coupling  together  the  names 

Pasteur  and  Lister  as  the  immortal  pioneers  who  led  the  way 

to  the  modern  methods  of  operating  precisely  and  safely, 

the  need  for  operating  quickly  and  well  being  met  by  the 

practice  of  anaesthesia.     The  author  is  uncompromising  in 

his  advocacy  and  belief  in  antisepsis  and  asepsis,  for  during 

many  years  in  various  hospital  services,  with  the  strictest 

bacteriological  investigations,  he  found  that  the  cause  of 

death  after  operations  might  be  traced  to  two  sources, — 

either  to  an  interference  and  procedure  too  grave  for  the 

vital  powers  of  the  patient  to  support,  or  to  infection  alone. 

To  all  those  interested  in  the  construction  of  modern  aseptic 

and  antiseptic  Installations,  as  well  as  the  various  appliances 

needful  for  a  perfect  operative  technique,  the  best  positions 

for  placing  the  patient  for  operations  on  the  liver,  kidney, 

and  pelvic  organs,  the  part  of  the  work  devoted  to  these 

subjects  will  be  found  specially  interesting.  The  Installations 
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of  the  author,  both  at  Rheims  and  Paris,  are  fully  shown  by 
numerous  and  admirable  illustrations. 

Everything  that  Dr.  Doyen  has  to  say  on  operative 
gynaecology  will  be  of  interest,  not  only  to  the  narrower 
specialist,  but  to  the  general  surgeon  who  does  not  shirk  his 
duty  by  refraining  from  taking  his  part  in  the  operative 
surgery  of  the  pelvic  organs  of  women.  Some  350  pages 
of  the  work  are  devoted  to  this  department  of  surgery, 
and  it  is  worthy  here  of  notice  that  a  name  which  has 
become  so  familiar  to  all  those  who  practise  as  specialists  in 
gynaecology  should  be,  at  the  same  time,  that  of  one  who  is 
as  much  a  master  in  other  branches  of  surgery  as  he  is  in 
this.  Certainly  gynaecologists  have  not  been  slow  to  follow 
the  lead  of  this  "general"  surgeon,  and  to  adopt  his  methods. 
We  only  purpose  to  touch  on  a  few  particular  points  of  the 
work,  which  have  a  special  interest,  being  of  comparatively 
recent  suggestion.  With  regard  to  posterior  colpotomy,  or 
vaginal  laparotomy,  he  says  it  is  the  exploratory  operation 
par  excellence  of  the  pelvic  cavity.  It  enables  us  to  know 
in  a  few  moments  by  aid  of  the  index  and  middle  finger,  the 
position  of  the  posterior  aspect  of  the  uterus  and  adnexa, 
assistance  being  rendered  in  bringing  them  within  reach  by 
abdominal  palpation  with  the  other  hand.  Dr.  Doyen 
advocates  colpotomy  instead  of  laparotomy  (abdominal)  in 
a  number  of  cases  in  which  the  latter  is  now  performed.  In 
the  exploration  of  the  cul  de  sac  of  Douglas,  the  diagnosis 
of  pelvic  lesions,  and  the  determination  of  unilateral  ablation 
of  the  adnexa,  as  also  many  cases  of  bi-lateral,  the  advantage 
rests,  he  says,  .wherever  it  is  practicable,  with  colpotomy. 
Enucleation  he  reserves  for  sub-mucous  polypi,  which  are 
completely  enclosed  in  the  uterine  cavity,  and  such  hysterec- 
tomy he  performs  almost  exclusively  on  single  sub-mucous 
fibromas.  The  sub-mucous  sessile  polypus  is  exposed,  either 
by  a  longitudinal  incision,  or  by  the  raising  of  a  triangular 
flap  of  the  anterior  uterine  wall,  or  by  a  Y-shaped  incision, 
the  stem  of  the  Y  dividing  the  neck,  while  its  branches 
include  the  triangular  flap  which  exposes  the  tumour  and 
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facilitates  its  removal,  by  morcellement,  or  otherwise.  For 
reducing  the  size  of  such  fibromata,  and  for  more  friable 
tumours,  myxomatous  or  areolar,  Doyen  has  devised  sharp 
drilled  tubes,  of  diameters  varying  from  twenty-seven  to 
thirteen  millimetres,  with  which  circular  portions  of  the 
tumour  are  ablated.  The  steps  of  his  vaginal  hysterectomy 
are  sufficiently  well  known  not  to  necessitate  recapitulation 
here.  They  are  represented  in  the  work  by  numerous  illus- 
trations showing  the  stages  of  the  operation,  viz.,  the  opening 
of  the  pouch  of  Douglas,  and  examination  of  the  pelvic 
cavity  through  it ;  incision  of  the  anterior  vaginal  cul  de  sac, 
and  freeing  of  the  bladder ;  median  anterior  section  of  the 
neck;  opening  of  the  anterior  peritoneal  cul  de  sac;  section 
of  the  body,  and  extraction  of  the  uterus ;  extraction  of  the 
adnexa,  and  haemostasis  of  the  broad  ligaments.  As  is  well 
known,  the  author  is  an  advocate  for  forci-pressure,  and  he 
again  affirms  that  in  vaginal  hysterectomy  the  clamp  is,  for 
the  great  majority  of  cases,  preferable  to  the  ligature.  But 
he  reserves  the  use  of  the  ligature  for  certain  cases  in  which 
it  can  be  used  en  masse,  as,  for  instance,  in  hysterectomy  for 
prolapse,  and  when  the  broad  ligaments  are  very  lax,  so  that 
the  adnexa  can  with  ease  be  withdrawn,  thus  enabling  us  to 
secure  a  comparatively  thin  pedicle,  and  apply  the  ligature 
en  masse. 

There  is  a  most  interesting  section  on  multiple  fibromata, 
complicated  with  sub-peritoneal  fibromata,  pediculated  or 
sessile,  and  which  deals  with  all  the  difficulties  met  with  in 
some  of  these  exceptionally  difficult  cases. 

Perhaps  the  most  important  part  of  the  entire  treatise 
is  that  describing  Dr.  Doyen's  most  recent  modifications 
in  his  operation  of  abdominal  pan-hysterectomy.  The  main 
feature  of  this  operation  consists  in  the  abandonment  of 
any  attempt  at  haemostasis  with  clamps  or  ligature  in  the 
great  majority  of  cases  until  after  the  uterus  has  been 
completely  severed  from  its  connections. 

The  operation  is  divided  into  four  stages.  The  abdominal 
incision,  with  delivery  of  the  tumour  over  the  pubis ;  this  is 
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effected  in  the  usual  manner,  and  the  intestines  and  perito- 
neum are  protected  with  compresses.  The  second  stage 
consists  in  the  removal  of  the  uterus  and  haemostasis  of  its 
pelvic  attachments.  This  part  of  the  operation,  the  author 
says,  should  be  conducted  quickly  and  without  preventive 
haemostasis.  By  the  aid  of  a  long  curved  forceps  introduced 
through  the  vagina,  the  posterior  cul  de  sac  is  pushed  as  high 
as  possible,  and  a  strong  thread  of  silk  is  immediately  passed 
about  a  centimetre  below  the  point  where  the  vagina  is 
opened.  This  thread  is  useful  at  the  end  of  the  operation 
for  closing  the  posterior  lips  of  the  peritoneal  wound  and 
the  vaginal  opening.  The  cul  de  sac  of  Douglas  is  now 
incised  longitudinally  by  bistoury  or  scissors,  and  the  opening 
is  enlarged  as  far  as  possible  by  the  forceps.  The  right  index 
finger  is  introduced,  and  on  it  the  special  Mgne,  or  com- 
bination of  gliding  fork  with  hook  (Collin,  Paris).    With  it 


the  anterior  lip  of  the  wound  is  firmly  seized,  or  if  this  is 
not  feasible,  the  posterior,  and  drawn  backwards  through 
the  vaginal  opening.  With  the  left  forefinger  the  lateral 
attachments  are  now  examined,  and  by  a  stroke  of  the 
scissors  at  each  side,  keeping  the  instrument  in  close  contact 
with  the  uterine  tissue,  the  neck  of  the  womb  is  separated 
from  its  lateral  attachments  as  far  as  the  lower  portion  of  the 
broad  ligament  at  each  side.  The  uterus  is  drawn  well 
backwards  and  upwards,  and  the  anterior  cul  de  sac  of  the 
vagina  is  now  cut  with  scissors  kept  in  close  contact  with  the 
neck,  and  with  the  right  index  finger  it  is  detached  from  the 
neck  of  the  bladder.  The  uterus  is  now  attached  only  by 
its  lateral  vascular  connections,  and  the  left  index  finger 
carried  above  the  right  broad  ligament  perforates  the  vesico- 
uterine peritoneum,  and  completes,  with  the  curved  finger, 
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the  isolation  of  the  right  broad  Hgament,  which  is  seized  by 
an  assistant  between  the  thumb  and  index  finger,  and  severed 
between  the  adnexa  and  the  uterus.  The  tumour. is  then 
rapidly  turned  towards  the  left  side,  and  is  bared  of  its 
anterior  serous  covering,  which  is  cut  if  it  offers  any  resist- 
ance. It  is  now  held  only  by  its  connections  with  the  left 
broad  ligament,  which  is,  in  like  manner  as  the  right,  cut  by  a 
stroke  of  the  scissors,  and  the  uterus  is  thus  entirely  detached, 
the  surgeon  himself  seizing  in  his  fingers  the  divided  left 
broad  ligament.  But  little  blood  is  lost,  and  th^t  only  from 
the  smaller  accessory  branches  of  the  uterine  and  utero- 
ovarian  arteries,  provided  that  the  scissors  are  kept  close,  in  fact, 
dividing  the  uterine  tissue  itself.  The  right  and  left  adnexa, 
the  pedicles  having  been  duly  secured  by  ligature,  are 
removed,  the  uterine  arteries  or  their  principal  branches  are 
tied  separately •  The  pelvic  cavity  is  now  dealt  with.  The 
vagino-peritoneal  edge,  and  the  vaginal  mucous  membrane, 
are  brought  into  apposition,  and  the  principal  ligatures 
which  tie  the  tubo-ovarian  pedicles  are  drawn  into  the 
vagina.  The  third  stage  consists  of  closure  of  the  pelvic 
peritoneum,  and  the  toilet  of  the  pouch  of  Douglas.  Lastly, 
the  abdominal  wound  is  closed. 

In  certain  cases  modifications  of  this  operation  have  to 
be  made,  which  are  discussed  by  Dr.  Doyen,  as  in  the  case 
of  shortness  of  the  broad  ligaments,  very  large  or  multiple 
uterine  fibromata,  inflammatory  adhesions  in  Douglas,  with 
fixed  fibromata. 

We  have  thus  sketched  this  last  effort  of  the  distin- 
guished French  surgeon  to  simplify  and  expedite  the  opera- 
tion of  abdominal  hysterectomy.  The  perusal  of  his  work 
will  repay  anyone  interested  in  the  subject,  and  the  admir- 
able illustrations  it  contains,  with  the  explicit  text,  will 
enable  anyone  to  carry  out  his  technique. 

H.  M.-J. 
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A  Short  Practice  of  Midwifery.  By  Henry  Jellett, 
BJV.,  M.D.,  B.Ch.,  B.A.O.  Dublin  Univ.,  Assist.  Master 
Rotunda  Hospital ;  pp.  323,  45  illustrations. 

We  took  up  this  work  with  mingled  feelings  on  account 
of  a  personal  distrust  of  little  books  on  important  and 
comprehensive  subjects,  and  a  natural  jealousy  for  the 
prestige  and  reputation  of  the  Irish,  and  especially  the 
Dublin  School  of  Midwifery.  If  there  is  one  department 
of  his  profession  more  than  another  that  the  former 
student  of  an  Irish  Medical  School  is  proud  of,  it  is  that 
of  obstetrics.  It  is  no  idle  boast  to  sav  that  from  the 
time  of  Ould  to  the  present  day,  Irish  obstetricians  have 
maintained  that  reputation,  and  that  following  in  the  wake 
of  those  two  teachers  of  the  eighteenth  century,  Fleury 
and  Moss,  there  have  been  trained  in  the  Dublin  hospitals 
successive  generations  of  obstetricians  that  have  shed  a 
unique  lustre  on  the  Dublin  school.  The  Rotunda  and 
the  Coombe  have  been  centres  of  teaching  to  which  have 
resorted  students  from  different  parts  of  the  world,  and 
in  these  institutions  such  exponents  of  the  obstetric  art 
as  Rigby,  Burns,  Maunsell,  Churchill,  Murphy,  Collins, 
McClintock,  Beatty,  Kidd,  and  Atthill  have,  each  in  his  turn, 
taken  his  share  in  assisting  in  the  progressive  development 
of  that  art,  and  of  later  years  its  twin  sister,  gynaecology. 
Therefore,  when  a  practice  of  midwifery,  which  purports  to 
embody  the  treatment  adopted  in  the  Rotunda  Hospital  of 
Dublin,  appears,  its  author  must  expect  that  its  pages  will 
be  perused  with  something  more  than  ordinary  interest  by 
those  who  have  been  brought  up  in  the  teaching  and  pre- 
cepts of  the  Dublin  school.  The  talented  ex-master  of  the 
Rotunda  Hospital,  Dr.  Smyly,  has  written  a  short  preface, 
and  in  it  he  points  out  that  those  methods  are  at  variance 
with  many  of  the  ordinary  rules  laid  down  in  text  books. 
We  will  just  mention  a  few  of  these.  Dr.  Jellett's  chapter  on 
Asepsis  in  Midwifery  deals  with  the  futility  of  ante-partum 
douching  as  a  prophylactic  measure.     Indeed,  further,  he 
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absolutely  condemns  it.  On  the  other  hand,  inasmuch  as 
postpartum  douching  is  frequently  unavoidable,  such  douch- 
ing should  be  conducted  with  the  greatest  care,  and  if 
possible  by  the  medical  attendant  himself.  He  does  not 
approve  of  mercuric  perchloride,  and  suggests  a  mixture  of 
creolin  and  water  in  preference.  For  the  thorough  cleansing 
of  the  hands,  and  the  rendering  of  these  and  instruments 
aseptic,  he  advises  all  the  same  care  and  precautions  as 
would  be  taken  in  any  ordinary  aseptic  abdominal  opera- 
tion. We  have  ever  acted  on  the  principle  that  the  avoid- 
ance of  sepsis  after  labour,  operative  or  otherwise,  depends 
on  the  thorough  cleanliness  of  the  hands  of  the  obstetrician 
and  the  external  genitals  of  the  woman,  and  not  on  douch- 
ing with  any  antiseptic.  Such  precautions,  with  thorough 
sterilisation  of  instruments,  afiFord  her  the  greatest  security. 
If  an  operation  has  to  be  done,  then  we  should  treat  the 
vagina  in  precisely  the  same  manner  as  we  would  if  about 
to  perform  a  vaginal  hysterectomy. 

Another  matter  worthy  of  note  is  the  criticism  on  the 
use  of  the  plug  in  abortion  and  placenta  previa. 

Dr.  Jellett  says  that  when  the  haemorrhage  requires  active 
treatment  there  are  two  courses  to  be  followed.  Either 
removal  of  the  ovum  by  finger  or  the  curette,  or  the  plugging 
of  the  vagina.  If  we  cannot  adopt  the  former,  the  second 
method  must  be  used.  'Mf  this  rule  be  followed,  we  shall 
plug  the  vagina  in  somewhat  less  than  i  per  cent,  of  cases 
of  abortion  requiring  active  treatment,"  and  further,  he 
points  out  the  dangers  which  may  follow  on  plugging  out 
the  vagina,  both  primary  or  secondary.  While  there  are 
many  weighty  reasons  for  following  this  advice,  we  cannot 
help  thinking  that  Dr.  Jellett  rather  over-estimates  the 
danger  of  careful  tamponnading  of  the  vagina,  and  under- 
rates the  dangers  which  may  follow  from  too  frequent  use 
of  the  curette  during  abortion.  Also,  it  is  absolutely  neces- 
sary and  right  in  a  certain  proportion  of  cases  to  take  proper 
steps  for  the  due  dilatation  of  the  cervix  before  the  use  of 
either  the  finger  or  curette,  and  this  should  be  done  when 
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interference  is  indicated  by  the  use  of  a  proper  aseptic  tent> 
and  with  thorough  antiseptic  precautions.  Such  previous 
dilatation  it  would  be  well  to  enforce  on  practitioners  the 
necessity  of  carrying  out,  as  it  may  prevent  the  consequences 
of  rough  attempts  to  pass  the  finger  into  an  undilated 
cervix,  and  must  assist  in  the  use  of  the  curette,  and  the 
escape  or  removal  of  the  uterine  contents.  The  advice,  to 
plug  in  external  accidental  haemorrhage,  is  such  as  must  be 
followed  with  reserve  and  caution  by  practitioners,  as  safety 
to  the  woman  will  depend  upon  the  time  the  haemorrhage 
occurs,  and  the  method  of  plugging.  Dr.  Smyly  says  that 
in  the  first  two  years  of  his  mastership  he  treated  all  serious 
cases  by  rupturing  the  membranes,  and  if  that  did  not  prove 
effectual,  delivery  was  effected  by  version  and  extraction  or 
perforation.  The  results  were  so  bad  that  he  resorted  to 
plugging  in  all  cases  of  external  accidental  haemorrhage  in 
which  the  membranes  were  intact,  and  labour  pains  absent 
or  feeble — that  is,  in  the  great  majority  of  cases,  and  with 
excellent  results.  "  The  fear  that  an  external  would  be  con- 
verted into  an  internal  haemorrhage  proved  groundless." 

It  has  always  been  our  treatment  in  the  early  stages  of  acci- 
dental haemorrhage,  and  before  the  os  uteri  was  dilated,  to 
efficiently  plug  the  vagina  and  watch  the  case,  and,  if  the 
haemorrhage  continued,  at  the  earliest  moment  to  rupture 
the  membranes,  always  pursuing  the  latter  plan  if  there 
were  efficient  labour  pains.  But  we  fear  that  in  not  too 
skilful  or  experienced  hands,  or  in  outside  and  private  prac- 
tice, where  the  course  of  the  case  may  not  be  under  adequate 
supervision,  reliance  on  plugging  alone  as  a  remedial  measure 
would  occasionally  be  fraught  with  disastrous  consequences. 
As  to  the  use  of  the  plug  in  placenta  previa,  we  have 
always  taught  and  understood  the  treatment  as  self-con- 
demned, except  in  the  rarest  of  cases,  and  this,  as  the  author 
said,  does  not  occur  once  in  a  hundred  times.  Whether  we 
adopt  version  and  rupturing  of  the  membranes,  with  with- 
drawal of  a  foot,  or  rupture  of  the  membranes  alone,  or 
delivery   by  podalic  version  or  forceps,  will  depend  upon 
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the   stage  at  which   the  haemorrhage  occurs,  the  form  of 
placental  presentation,  and  the  condition  of  the  woman. 

The  other  important  deviation  from  a  practice  which 
may  have  received  too  routine  a  following,  is  the  abandon- 
ment of  chloral  and  chloroform  in  the  treatment  of  puer- 
peral eclampsia.  Dr.  Smyly  has  abandoned  the  use  of 
chloroform  in  eclampsia  with  reluctance,  and  Dr.  Jellett, 
following  his  treatment,  prefers  the  Veit  treatment  of  hypo- 
dermic injections  of  morphia  (two  grains  in  the  twenty-four 
hours),  arguing  that  chloroform  and  chloral  both  favour  that 
most  dreaded  complication,  heart  failure. 

This  would  be  too  large  a  subject  to  discuss  here,  but 
we  consider  that  in  certain  cases  of  eclampsia  the  early 
administration  of  chloral  hydrate  and  bromide  of  potassium 
by  the  rectum  is  a  most  valuable  means  of  arresting  the  fits, 
and  we  have  seen  chloroform  under  varying  circumstances 
and  associated  with  other  means  of  treatment,  both  enable 
us  to  gain  time  and  to  save  life.  Another  valuable  remedy 
for  the  reduction  of  high  tension  in  the  cerebral  vessels, 
and  which  has  certainly  saved  life  in  cases  of  eclampsia, 
preventing  cerebral  haemorrhage,  is  pilocarpine.  The  fact 
is,  that  there  can  be  no  routine  treatment  for  puerperal 
eclampsia — each  case  must  be  treated  from  its  individual 
point  of  view,  the  period  of  pregnancy  at  which  the  convul- 
sions occur,  their  type,  and  that  of  the  patient  and  their 
relation  to  the  labour. 

We  have  carefully  perused  Dr.  Jellett's  work,  and  can 
truthfully  say  of  it  that  it  bears  the  stamp  of  having  been 
written  by  a  thoughtful  and  expert  obstetrician,  one  who  is 
no  mere  follower  in  beaten  paths  of  practice,  but  is  capable 
of  much  original  thought  and  suggestive  reasoning.  The 
work  shows  the  advance  made  in  several  points  during  the 
last  decade,  and  wiU  be  an  admirable  short  class  book  for 
the  student.  There  are  in  it  forty-five  admirable  illustra- 
tions, and  an  appendix  containing  the  statistics  of  the 
Rotunda  Hospital  for  the  last  seven  years.  The  Rotunda 
Hospital   has   no  cause  to    be    ashamed    of    its    Assistant 
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Master,  who  has  been  permitted  by  its  present  Master,  Dr. 
Purefoy,  to  associate  the  book  with  its  name.  We  lay  it 
down  with  the  hope  that  Dr.  Jellett  will  in  future  editions 
enlarge  its  scope,  and  render  it  still  more  worthy  of  the 
renowned  hospital  it  represents. 

Operative  GYNiECOLOGY.  Vol.  i.,  pp.  561.  With  24 
plates  and  over  500  original  illustrations.  By  Howard 
A.  Kelly,  A.B.,  M.D.,  Professor  of  Gynaecology  and 
Obstetrics  in  the  Johns  Hopkins  University,  and  Gynae- 
cologist and  Obstetrician  to  the  Johns  Hopkins  Hos- 
pital, Baltimore. 

We  have  not  space  in  the  present  issue  to  do  more  than 
draw  the  attention  of  our  Fellows  to  the  appearance  of  this, 
by  far  the  most  important  work  of  its  kind  that  has  appeared 
in  the  English  language.  No  work,  British  or  foreign,  that 
we  have  ever  seen  in  any  degree  approaches  it  in  the  beauty 
and  artistic  merits  of  its  numerous  original  plates  and  illus- 
trations. We  are  certain  that  this  verdict  will  be  endorsed 
by  every  one  who  takes  the  book  in  his  hand  and  glances 
through  its  pages  at  the  pictures,  the  great  majority  of  which 
are  taken  from  original  sketches  and  photographs  by  Mr.  A. 
S.  Murray  and  the  author  himself.  All  the  anatomical  draw- 
ings, showing  the  topographical  anatomy  of  the  abdomen, 
the  viscera,  and  the  pelvic  organs,  are  the  finest  that  we  have 
seen,  and  most  of  them  are  exquisitely  coloured.  We  may 
divide  the  contents  of  the  work  under  three  headings.  The 
first  eight  chapters  deal  with  the  questions  of  sepsis  and 
antisepsis  in  hospital  and  private  practice,  bacteriology, 
topographical  anatomy,  gynaecological  examination  and 
instruments,  anaesthesia,  and  plastic  operations.  The  next 
three  chapters  deal  with  the  external  genitals,  the  recto- 
vaginal septum,  and  operations  on  the  vagina.  The  two 
following  treat  of  affections  of  the  urethra,  bladder  and 
ureters,  this  portion  of  the  work  occupying  over  two 
hundred  of  its  pages.  This  is  followed  by  six  chapters  in 
which  operative  interference  upon  the  cervix  uteri,  prolapse, 


Reviews  1 43 

vaginal  hysterectomy,  inversion  of  the  uterus,  vaginal  extir- 
pation of  submucous  myomata  and  polypi,  are  discussed. 

We  propose  in  the  next  number  of  the  Journal  to  discuss 
more  intimately  some  of  the  more  original  and  special 
features  of  this  volume,  which,  if  it  be  a  forecast  of  that  to 
come,  will  with  its  companion  place  in  the  hands  of  the 
profession  the  most  complete  treatise  on  this  department  of 
medical  science  that  has  hitherto  appeared  in  any  country. 

Diseases  of  Women.  A  Text-Book  for  Students 
AND  Practitioners.  By  J.  C.  Webster,  B. A.Canada, 
M.D.,  F.R.C.S.Edin. ;  Demonstrator  of  Gynaecology, 
McGill  University ;  Assistant  Gynaecologist,  Royal  Vic- 
toria Hospital,  Montreal ;  late  Senior  Assistant  to  the 
Professor  of  Midwifery  and  Diseases  of  Women,  Edin., 
1898.    Young  J.  Pentland,  Edinburgh  and  London. 

We  must  own  to  some  feeling  of  regret  in  taking  up  yet 
another  gynaecological  text-book ;  the  opportunities  for 
choice  are  even  already  somewhat  embarrassing  to  the 
student.  The  name  of  the  author,  holding  as  he  does  a 
professorship  in  this  branch  of  medicine  in  a  Canadian 
University  so  well  known  to  fame  as  the  McGill,  and  who 
had  so  well  filled  a  like  post  in  the  University  of  Edinburgh, 
is,  however,  a  fair  guarantee  of  a  capability  for  such  author- 
ship, both  from  a  class-room  and  bedside  teaching  point  of 
view.  As  a  writer,  too,  and  from  his  own  personal  investiga- 
tions on  subjects  both  scientific  and  practical  in  gynaeco- 
logy, Dr.  Webster  has  made  his  mark,  and  has  been  for 
some  time  esteemed  no  mean  authority.  This  work  in  no 
way  depreciates  its  author's  position,  but  on  the  contrary, 
enhances  it  all  round.  It  seemed  to  us  impossible  for  a 
text-book  to  be  strikingly  original ;  Dr.  Webster  has  proved 
this  not  to  be  the  case.  The  actual  plan  of  all  such  works 
must  necessarily,  or  should  be,  on  like  lines,  but  it  is  indeed 
somewhat  of  a  treat  to  take  up  a  book  of  this  kind  where 
even  the  anatomical    chapters  read    so    distinctly  of   the 


1 44  Reviews 


dissecting-room  and  the  anatomical  museums,  and  are  so 
free  from  the  trite  mannerisms  of  the  desk.  The  sections 
on  "The  Connective  Tissue  of  the  Pelvis"  and  "The 
Pelvic  Floor  "  are  worthy  of  the  most  careful  study ;  whilst 
giving  due  recognition  to  previous  enquiries  on  these  sub- 
jects, the  author  points  out  in  a  manner  that  claims  our 
attention,  where  he  considers  them  in  error  and  evidences 
his  views  from  his  own  dissections  of  the  parts.  He  has 
here  copied  with  advantage  some  of  Savage's  excellent, 
and  too  little  used,  plates.  The  question  of  the  interference 
of  the  nervous  system  in  pelvic  troubles  necessarily,  from 
the  author's  earlier  writings  on  the  subject,  comes  in  for 
a  fairly  brief  but  very  carefully  worded  notice ;  the  student 
is  warned  against  the  present  day  trend  towards  surgical 
treatment,  and  to  the  general  forgetfulness  that  the  pelvic 
organs  must  take  their  share  in  affections  of  the  general 
economy,  as  indeed  "  but  parts  of  one  stupendous  whole." 
Bacteriology,  too,  has  not  been  overlooked.  In  a  manual 
of  the  size  of  this  one,  and  it  is  large  enough,  a  great  diffi- 
culty arises  in  the  attempt  to  instruct  the  students  in  the 
variety  of  treatment  now  in  vogue,  for  fibroids  for  instance ; 
and  it  is  to  us  somewhat  questionable  whether  or  not  some 
of  these  might  with  advantage  be  passed  by,  or  named 
perhaps  without  any  more  definite  description.  We  shudder 
to  think  of  the  result  which  might  attend  the  beginner's 
attempt  to  treat  a  fibroid  by  intra-uterine  galvano-puncture, 
even  only  to  the  extent  "  of  one  or  two  inches"  on  the  strength 
of  the  brief  account  here  given.  This  is  no  fault  in  the 
book,  be  it  quite  understood,  but  from  the  immense  amount 
of  detail  that  has  to  be  thus  "  boiled  down  "  into  so  small  a 
space.  The  pages  devoted  to  "  operative  measures  in 
general "  are  full  of  valuable  hints  to  the  younger  operator 
and  without  repetition  leave  out  nothing  that  should  be 
included  either  in  the  preparation  for  the  operation  or  in 
the  after-treatment ;  noting  most  carefully  and  minutely  the 
many  dangers  and  difficulties  that  abound  at  such  times  ; 
peritonitis  and  cellulitis  are  here  most  ably  discussed.    The 
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engrossing  subject  of  fibromyomata  is  fully  treated  of,  both 
in  its  pathological  and  surgical  aspect ;  the  latter  is  fully  up- 
to-date,  and  the  dangers  that  incessantly  hang  over  the  head 
of  the  possessor  of  "  only  a  fibroid  "  (as  some  living  authori- 
ties still  seem  to  view  them)  are  here  carefully  and  yet  none 
too  vividly  pointed  out.  He  justly  advises  the  student  and 
practitioner  to  avoid  the  perhaps  too  surgical  tendency  of 
this  very  present  day,  whilst  at  the  same  time  equally  depre- 
cating the  rest-and-be-thankful  view  so  strongly  urged  by 
many  gynaecological  physicians.  The  operative  chapters 
are,  like  the  whole  book,  good,  and  Dr.  Webster  has  sunk 
the  operating  surgeon  in  the  teacher,  much  to  the  advantage 
of  his  audience,  who  are  as  yet  presumably  not  operating 
specialists.  It  is  very  much  to  his  credit,  although  the  work 
seems  to  lack  its  presence,  that  he  has  omitted  any  reference 
to  tubal  gestation,  a  subject,  in  the  pathology  of  which  at 
any  rate,  he  may  be  considered  an  authority. 

Dr.  Webster  has  written^  not  merely  compiled,  an  admir- 
able text-book ;  he  would  appear  to  be  a  capable  and  original 
teacher.  We  very  heartily  congratulate  the  McGill  Univer- 
sity on  having  so  successfully  wooed  back  again  her  earlier 
alumnus  from  his  more  recent  Scottish  Alma  Mater. 
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Experiments  on  the  Sensory  Capacity  of  the  Female 
Genitals  from  a  Forensic  Point  of  View.  By  Dr. 
Calmann.     Archiv.fuf  Gyndkologie^  Band  Iv.,  Heft  2. 

In  October,  1896,  there  was  a  trial  in  Breslau,  of  a  midwife 
for  procuring  abortion  or  premature  labour.  The  midwife  had 
been  brought  in  under  suspicious  circumstances  and  had  re- 
marked "  I  can  settle  or  hasten  this  matter."  She  had  examined 
the  patient  and  placed  a  dish  between  the  patient's  thighs,  then 
she  passed  a  metallic  long  thin  instrument  and  the  <'  waters  " 
at  once  came  away.  This  was  April  6,  and  on  the  8th  the 
foetus  was  expelled;  and  as  haemorrhage  and  fever  set  in,  the 
patient  called  in  her  family  doctor  whom  she  had  consulted 
earlier  in  the  pregnancy  on  account  of  haemorrhages  then. 

The  midwife  declared  that  the  abortion  had  nothing  to  do 
with  her  examination  and  instrument,  since  she  merely  passed 
a  catheter  and  drew  off  the  urine,  afterwards  putting  a  plug  into 
the  vagina. 

The  patient  held  that  the  instrument  was  passed  into  the 
vagina  and  uterus,  in  the  same  direction  as  the  examining 
iinger. 

The  medical  man  stated  that  he  feared  abortion  at  an  earlier 
stage,  especially  since  the  patient  was  suffering  from  florid  loss 
at  the  time  of  conception. 

The  experts,  Professor  Lesser  and  Dr.  Asch,  answered  in 
the  negative  the  question  of  the  jud^e,  whether  the  patient  must 
have  been  sure  if  she  were  cathetensed  or  not,  ue,,  she  need  not 
have  been  sure  of  it. 

They  further  held  that  it  was  highly  doubtful  that  the  patient, 
who  had  never  been  catheterised  before,  would  be  in  a  position 
to  decide  ftom  the  feeling  alone  whether  the  instrument  had 
been  introduced  by  the  midwife  into  the  vagina  or  the  urethra. 

Two  main  questions  arise  out  of  this  contentious  point : — 

(i)  Can  a  woman  localise  correctly  a  disturbance  in  the 
entrances  of  the  urino-genital  apparatus,  or,  stated  fiilly,  is  the 
sense  of  localisation  sufficiently  developed  for  an  exact  differen- 
tiation between  the  vagina  and  the  urethra  ? 

(2)  Is  she  in  a  position  to  judge  of  the  form,  size,  and  nature 
of  any  objects  introduced  into  the  urino-genital  system  ? 

Many  authorities  are  quoted,  including  Lesser,  Berger, 
Jardien,  Vibert,  who  give  various  opinions,  and  the  author  has 
made  investigations  as  to  the  sense  of  localisation  and  touch, 
and  of  pain  of  the  urethra,  the  vagina  and  the  uterus,  and  of 
the  rectum  adjacent  to  it. 

The  conclusions  of  the  author  from  his  investigations  are  as 
follows : — 

(i)  The  sense  of  localisation  is  very  defectively  developed  in 
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the  female  urino-genital  system,  the  local  differentiation  between 
the  urethra,  bladder,  and  the  vagina  is  quite  uncertain,  and  a 
similar  sense  of  locality  between  the  vagina,  portio,  and  uterine 
cavity  does  not  exist  at  aU. 

(2)  The  sense  of  touch,  especially  of  the  portions  of  this 
r^on  which  lie  above  their  respective  entrances,  is  likewise 
defectively  grown.  All  judgment  is  absent  as  to  the  length  of 
an  object  introduced,  the  thickness  is  fairly  well  recognised,  but 
no  correct  estimate  of  it  is  made  with  certainty.  There  is  great 
obscurity  as  to  the  form  and  other  characters  of  objects  intro- 
duced. The  number  of  objects  introduced  into  the  vagina  is 
often  falsely  given. 

Ther6  is  no  sense  of  touch  in  the  portio  vaginalis  and  the 
uterus. 

(3)  The  sense  of  pressure  is  somewhat  well  developed  in 
the  urethra,  in  the  vagina  it  is  very  feeble,  and  in  the  uterus 
and  outer  surface  of  the  portio  it  cannot  be  demonstrated. 

(4)  The  sense  of  temperature  is  also  fairly  good  in  the 
urethra.  In  the  vagina  it  is  feebly  developed,  specially  towards 
the  hotter  degrees  of  temperature.  It  fails  entirely  in  the 
uterus  and  portio. 

(5)  Sensation  of  pain  is  quick  in  the  urethra,  in  the  vagina, 
in  the  portio  and  in  the  cervical  canal  it  is  only  moderate,  in 
the  uterine  cavity  it  is  often  marked. 

This  forms  the  only  subjective  difference  between  the  uterus 
and  vagina. 

(6)  Vaginal  douches  and  the  customary  disinfections  diminish 
the  sensibility  of  the  vagina. 

F.  E. 

Vesico-uterine  Fistula.  By  A.  R.  Savor.  Centv,  /.  Gyn.^ 
No.  49,  Btdl,  Mcd,y  January,  1898;  No.  2,  Rev,  Obst,  Intern., 
January  11,  1898,  p.  13. 

A  woman  with  a  narrow  rachitic  pelvis  had  five  years  pre- 
viously been  operated  on  for  Caesarean  section,  the  uterus  being 
preserved.  A  silk  ligature  had  worked  its  way  from  the  uterine 
wall  into  the  bladder,  producing  between  those  two  organs  a 
fistula  which  remained  latent.  The  silk  suture  formed  the 
starting  point  of  a  phosphatic  calculus  in  the  bladder  which 
developed  an  ammoniacal  cystitis.  She  became  pregnant  a 
second  time  and,  on  account  of  the  pelvis  being  narrow,  it  was 
decided  to  induce  artificial  labour  at  the  eighth  month  of  preg- 
nancy. Under  this  influence  the  £stula  reopened,  the  urine 
passed  into  the  uterus,  which  produced  septic  endometritis  ter- 
minating in  death. 

P.  Z.  H. 
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Some  Remarks  upon  Conservative  Surgery  of  the  Uterine 
Appendages.  By  Dr.  A.  Palmer  Dudley,  Surgeon  to 
Harlem  Hospital,  &c. 

Dr.  Dudley  has  records  of  eighty-eight  cases  where  he  has 
removed  portions  of  tubes  and  ovaries  and  returned  the  remain- 
ing portion  of  the  appendages  to  the  pelvis ;  of  these  he  knows 
that  fourteen  have  since  the  operation  become  pregnant.  In 
only  one  case,  and  that  of  gonorrhoea!  origin,  did  inflammation 
follow  after  operation.  He  has  cut  the  ovary  completely  in  two 
longitudinally,  removed  cysts  from  its  centre  and  sewed  it  up 
again.  He  has  never  treated  the  ovary  with  a  cautery  as  recom- 
mended by  Pozzi,  but  has  preferred  puncturing  the  cysts  with  a 
needle.  He  has  removed  pus  from  the  ovary  and  left  the  remain- 
ing apparently  healthy  portion.  In  the  treatment  of  occluded 
tubes  he  has  always  treated  them  in  the  following  manner :  A 
phimosis  operation  is  performed  on  the  remaining  healthy  portion 
by  slitting  it  up  a  half-inch  or  more  on  the  upper  surface,  rolling 
out  the  cut  surfaces,  and  then  with  fine  silk  and  running  suture 
stitching  the  mucous  lining  of  the  tube  to  its  peritoneal  covering. 
He  has  always  fastened  the  remaining  portion  of  the  ovary  to 
the  tip  of  the  remaining  portion  of  the  tube  by  fine  silk  suture. 

Tubes  distended  with  pus  he  has  washed  out  with  an  aseptic 
solution,  having  reopened  the  tubo-uterine  stricture  by  a  fine 
probe.  This  paper  as  a  whole  shows  an  earnest  desire  to  relieve 
inflammatory  diseases  of  the  appendages  without  having  to 
resort  to  hysterectomy  or  removal  of  the  appendages.  The 
results  certainly  are  excellent  and  encouraging. 

J.  F.  J. 

The  Surgical  Treatment  of  Fibroid  Tumours  of  the 
Uterus.  By  Dr.  Augustin  H.  Goelet,  Professor  of  Gynae- 
cology in  the  New  York  School  of  Clinical  Medicine,  &c. 

The  surgical  procedures  discussed  in  this  paper  are  curettage, 
division  of  the  uterine  arteries,  myomectomy,  both  vaginal  and 
abdominal,  and  hysterectomy. 

Curettage  is  palliative  only.  In  its  performance  the  author 
advocates  longer  dilators,  longer  and  more  rigid  curettes,  longer 
irrigators,  and  with  these  great  care  in  dilating  not  to  cause 
laceration,  and  after  the  curetting  thorough  irrigation. 

Advantages  are  claimed  for  the  operation  of  division  of  the 
uterine  arteries,  but  first  the  author  insists  on  their  division  and 
not  merely  on  their  ligation.  It  is  recommended  for  all  myomata 
not  rising  high  into  the  abdomen  and  not  depending  largely  on 
the  ovarian  and  round  ligament  arteries  for  their  blood  supply. 
Also  the  myomata  treated  by  this  method  must  not  be  pedun- 
culated subperitoneal. 
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The  author,  however,  lays  greatest  stress  on  the  advantages 
of  myomectomy.  At  the  same  time  he  recognises  the  dangers 
of  haemorrhage  and  sepsis,  and  therefore  takes  extra  precautions 
to  avoid  them.  In  a  multinodular  condition  each  nodule  is 
removed  by  a  separate  incision,  and  the  cavities  thus  produced 
are  closed  by  deep  chromic  catgut  sutures  so  placed  as  to  cause 
perfect  coaptation  of  the  walls.  He  would  even  adopt  this 
procedure  for  a  sessile  submucous  myoma — opening  first,  from 
the  abdomen,  the  cavity  of  the  uterus  and  then  incising  the 
mucous  membrane  covering  the  nodule  so  that  it  may  be  shelled 
out  of  its  bed.  He  does  not  report  any  cases  or  statistics,  and 
therefore  the  mortality  due  to  sepsis  and  haemorrhage  cannot 
be  compared  with  that  following  removal  of  the  appendages  or 
hysterectomy,  vaginal  or  abdominal. 

For  myomata  low  down  in  the  uterus  he  would  either  divide 
the  uterine  arteries  or  enucleate  from  the  vagina.  For  vaginal 
hysterectomy  for  myoma  he  has  not  a  good  word  to  say. 
Abdominal  hysterectomy  he  considers  justifiable  where  neither 
division  of  the  uterine  arteries  nor  enucleation  are  feasible,  and 
especially  when  the  tumour  is  very  large  or  has  undergone 
degeneration,  or  when  the  appendages  are  hopelessly  diseased. 

J.  F.  J. 

Experience  of  Two  Hundred  and  Forty-Nine  Abdominal 
Sections.  By  Dr.  A.  Lapthorn  Smith.  Read  before 
the  Medico-Chirurgical  Society  of  Montreal,  November  12, 
1897. 

This  is  a  most  interesting  and  instructing  record  of  abdominal 
surgery  extending  over  eight  years,  from  1890  to  1897  inclusive. 
His  mortality  has  steadily  declined  till  last  year,  when  three 
specially  grave  cases  sent  it  up  somewhat. 

In  1890    4  operations  with  mortality  o. 

„  1 891    8  „  „  „      of  I,  or  12    per  cent. 

„  1892  12  „  „  „  2  or  17      „      „ 

„  1893  23  „  „  „  3  or  13      „      „ 

»>  1894  39  »  »>  >f  3  or    ^      >i       .» 

n    189557  u  »  n  2  or     3^      „         „ 

„  1896  60  „  „  „  2  or    3j    „       „ 

„  189746  „  „  „  40*^    9      »      >i 

Considering  the  large  number  of  cases  that  come  under  the 
author's  care,  he  cannot  be  charged  with  being  a  radical  laparo- 
tomist  but  rather  a  conservative. 

In  all  cases  of  chronic  inflammatory  disease  of  the  ovaries 
he  refuses  to  operate  till  all  other  measures  for  their  relief  have 
been  tried  for  twelve  months.  The  author's  experience  of  the 
conservative  surgery  of  the  ovaries  and  tubes  is  most  interesting. 
There  must  always  be  the  conflict  in  one's  mind  as  to  how  much 
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to  take  away  and  how  much  to  leave,  and  whether  a  conserva- 
tive  operation  will  relieve  the  patient  or  leave  her  with  just  as 
much  suffering  as  before.  .  In  young  women  especially  the  pre- 
servation of  the  ovaries  or  part  of  them  is  most  important » 
though  sometimes  this  very  conservatism  may  be  to  the  surgeon's 
cost  since  he  has  failed  to  cure. 

Showing  the  advantages  and  the  disadvantages  will  be  best 
done  by  recording  two  or  three  of  his  cases. 

Mrs.  H.,  chronic  invalid  for  years,  constant  pain.  Retro- 
version with  dense  adhesions,  ovaries  and  tubes  cemented  under 
uterus.  Patient  insisted  upon  the  ovaries  being  left  in.  They 
were  dug  out  of  their  bed  and  the  freed  uterus  was  fastened 
to  the  abdominal  wall.  Result,  patient  is  in  splendid  health, 
menstruation  regular  and  painless. 

Mrs.  D.,  hydrosalpinx  and  cystic  ovaries.  The  hydrosalpinx 
was  removed,  the  cysts  in  the  ovaries  were  emptied,  but  as  she 
was  a  young  woman  the  latter  were  not  removed.  Good 
recovery  from  the  operation,  but  ever  since  patient  has  com- 
plained bitterly  of  her  suffering  and  has  blamed  the  author  for 
not  having  removed  the  ovaries. 

The  author  believes  that  sclerotic  ovaries,  where  they  are 
small,  hard  and  wrinkled,  give  rise  often  to  a  great  deal  of 
suffering  which  has  been  relieved  by  their  removal,  and  one 
case,  Mrs.  M.,  was  instructive.  She  was  admitted  to  have 
ovaries  removed  and  retroverted  uterus  fastened  up.  The  ovaries 
were  hard  and  so  small  that  he  was  urged  by  a  colleague  to 
leave  them.  Result — patient  suffering  as  much  as  ever,  and 
very  angry  and  disappointed.  The  author  thinks  that  the 
pendulum  has  swung  a  little  too  far  towards  conservatism. 

He  reports  seven  cases  of  tubal  pregnancy  and  points  out  the 
uniformity  of  the  symptoms  of  enlarged  breasts,  irregular  flow 
and  rapidly  enlarging  mass  on  one  side  of  the  pelvis.  In  some 
of  the  cases  he  telt  the  mass  getting  larger  from  time  to  time 
and  waited  till  rupture  occurred.  Why  wait  ?  With  these 
symptoms,  and  the  enlarging  mass  in  the  pelvis,  why  not 
operate  at  once  and  prevent  the  possible  risk  of  death  from 
haemorrhage  ? 

As  regards  drainage  after  removal  of  pus  tubes,  or  other 
conditions  leaving  a  large  area  of  raw  surface,  the  author  has 
gradually  abandoned  it.  By  carefully  preparing  the  patient's 
bowels  beforehand,  and  by  the  use  of  the  Trendelenburg  posture, 
every  bleeding  and  oozing  point  can  be  seen  and  stopped. 

Several  gallons  of  hot  salt  solution  are  used  for  washing  out, 
and  it  is  carried  by  a  long  smooth  nozzle  to  every  part  of  the 
peritoneal  cavity.  The  author  leaves  from  one  to  four  quarts  of 
salt  solution  in  the  abdomen  to  prevent  adhesions,  to  fill  up  the 
empty  arteries,  and  promote  diuresis.     He  also  urges  patients  to 
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drink  water  freely  the    day  before  the  operation.     By  these 
methods  the  thirst  which  is  often  so  distressing  is  avoided. 

The  author  also  records  eight  cases  of  appendicitis  in  ninety- 
nine  pus  tubes  and  seven  tubal  pregnancies,  i,e,,  in  7I  per  cent., 
and  gives  his  method  of  removing  the  appendix  and  closing  the 
opening.  After  tying  and  cutting  the  meso-appendix,  he  snips 
the  appendix  ofif  even  with  the  caecum.  The  hole  in  the  intestine 
he  sews  up  with  fine  silk  only  including  the  muscular  coat.  A 
director  is  then  pressed  upon  the  line  of  suture  until  it  sinks 
below  the  surrounding  surface,  when  another  row  of  sutures 
brings  the  peritoneal  surfaces  together. 

J.  F.  J. 

Pelvic  Abscess.      By  Paul  F.  Mund^,  M.D.,   Professor  of 
Gynaecology  at  the  New  York  PolycUnic,  &c.,  &c. 

The  first  part  of  this  paper  is  devoted  to  the  anatomical 
consideration  of  the  subject.  The  author  points  out  how  an 
intra- peritoneal  abscess  may  be  situated  in  the  ovary,  or  the 
tube,  or  may  be  encapsulated  in  Douglas'  pouch,  or  may  be  an 
app>endical  abscess  which  has  burrowed  into  the  pelvic  cavity, 
and  how  an  extra -peritoneal  abscess  may  be : — 

(i)  In  the  pelvic  cellular  tissue  (between  the  broad  ligaments, 
in  the  vesico- vaginal  or  recto-vaginal  septum). 

(2^  In  the  iliac  fossa  and  subrenal  regions. 

(3)  Under  the  fascia  of  the  abdominal  muscles. 

i4)  In  the  anterior  and  posterior  crural  regions. 
5)  Into  rectum,  vagina,  bladder  or  uterus. 

The  inflammatory  exudation  may  extend  largely  from  between 
the  layers  of  the  broad  ligament  where  it  usually  begins,  along 
the  loose  sub-peritoneal  tissue,  and  wherever  the  exudation  goes 
there  suppuration  may  follow. 

The  chief  causes  of  intra-peritoneal  pelvic  abscess  are  septic 
puerperal  infection,  gonorrhoea,  acute  endometritis  and  salpingitis 
from  other  causes.  A  pyosalpinx  is  more  readily  produced  by 
these  agencies  than  an  ovarian  abscess,  as  infection  is.  more 
directly  transmitted  to  the  tube.  An  ovarian  abscess  is  more 
likely  to  be  produced  by  acute  septic  infection  through  the 
intra-ligamentous  lymphatics,  especially  if  the  attack  is  repeated 
and  the  ovary  is  enclosed  in  adhesions.  An  encapsulated  abscess 
in  Douglas'  pouch  usually  follows  transmission  of  infection  from 
the  tube.  An  intra-peritoneal  haematocele  may  undergo  suppura- 
tion. 

Extra-peritoneal  abscess  is  usually  due  to  superficial  and  deep 
lesions  of  the  pelvic  cellular  tissue  at  the  time  of  parturition. 
Lacerations  of  the  cervix  and  vagina,  and  operations  on  the 
cervix  without  strict  asepsis,  must  also  be  regarded  as  causes. 

An  intra-peritoneal  abscess  may  be  lateral  or  posterior  to  the 
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uterus.  If  lateral  it  is  more  or  less  movable  even  though 
adherent  in  Douglas'  pouch.  The  mobility  is  less  marked  if  the 
abscess  is  bilateral.  The  uterus  can  also  be  moved  slightly  up 
and  down,  but  not  to  either  side. 

•*  If  the  mass  is  solid  it  represents  the  hypertrophied  tube 
and  ovary  bound  together  by  adhesions,  the  tube  curling  round 
the  ovary  and  neither  containing  an  appreciable  amount  of  fluid. 
The  shape  and  size  of  the  mass  then  resemble  a  mandarin  orange, 
being  fiat  and  not  spherical.  But  if  there  is  fluid  in  either  ojf 
the  appendages  the  mass  is  more  round,  like  an  ordinary  orange 
if  the  ovary  contains  the  fluid  ;  or  oblong,  sausage-shaped,  if  the 
tube  is  the  distended  organ."  If  the  adhesions  are  very  firm, 
or  if  there  has  been  plastic  exudation  in  Douglas*  pouch,  then 
there  is  absolute  immobility. 

An  ovarian  abscess  is  usually  enclosed  in  adhesions.  A 
pyosalpinx  may  be  free  in  Douglas*  pouch  in  its  early  stage, 
but  soon  becomes  adherent,  not,  however,  projecting  much 
towards  the  vagina. 

An  encapsulated  abscess  in  Douglas*  pouch  renders  the 
whole  vaginal  vault  rigid,  except  at  a  point  directly  behind  the 
cervix,  where  a  soft,  boggy,  bulging  spot  is  felt.  By  an  aspirator 
needle  the  diagnosis  may  be  confirmed.  The  abscess  is  always 
in  the  centre  behind  the  cervix.  As  the  starting  point  of  such 
an  abscess  is  usually  the  tube  it  is  imbedded  in  the  exudation. 

In  extra-peritoneal  abscesses  the  uterus  is  immovably  fixed. 
The  firm  hard  swelling  that  is  to  be  felt  at  first  varies  in  location 
according  to  the  course  taken  by  the  exudation.  In  later  stages 
the  tense  elastic  or  the  boggy,  doughy  feel  of  the  extra-peritoneal 
pelvic  abscess,  whether  it  points  in  the  vagina  or  through  the 
anterior  abdominal  wall,  leads  to  a  suspicion  of  pus.  One  or 
more  chills  followed  by  a  rise  of  temperature,  after  the  acute 
symptoms  of  a  pelvic  inflammation  have  subsided,  will  suggest 
the  formation  of  pus. 

If  pus  is  diagnosed  it  should  be  evacuated  for  pus  tubes,  pus 
ovaries  and  encapsulated  accumulations  of  pus  in  the  pelvis  may 
rupture  into  the  peritoneal  cavity  causing  general  purulent 
peritonitis.  The  author  records  five  such  cases  terminating 
fatally. 

Spontaneous  evacuation  of  the  pus  may  occur  into  bladder, 
rectum,  vagina,  or  through  skin  of  abdomen,  thigh  or  buttock. 
The  rectum  is  the  favourite  point  of  rupture,  the  vagina  next, 
the  bladder  third. 

Of  103  cases  of  pelvic  abscess  recorded  by  the  author  87 
recovered,  6  were  discharged  improved,  1  not  improved  (refused 
treatment),  and  9  died. 

Treatment, — For  all  non-adherent  pus  sacs,  for  double  pyosal- 
pinx and  double  pus  ovary,  abdominal  section  and  extirpation 
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of  the  pus  sac  is  the  proper  remedy.  If  antisepsis  has  been 
thoroughly  observed  and  the  pelvic  cavity  sponged  dry  drainage 
is  not  necessary,  either  upward  or  downward.  If  an  adherent 
ovarian  or  tubal  abscess  has  penetrated  the  pelvic  cellular  tissue, 
or  the  peritoneum  of  Douglas'  pouch  is  torn  during  the  opera- 
tion»  gauze  drainage  into  the  vagina  is  advisable. 

"  For  single  pyosalpinx  and  pus  ovary  when  firmly  embedded 
in  adhesions  and  pointing  into  the  vagina,  for  encapsulated  pus 
in  Douglas'  pouch,  and  for  appendical  abscess,  both  pointing 
into  the  vagina,  a  free  transverse  opening  into  the  vaginal  vault  * 
should  be  made." 

After  evacuating  the  pus  the  abscess  cavity  should  be 
cleaned  and  irrigated  and  drained.  The  author  does  not 
approve  of  the  routine  removal  of  diseased  appendages  through 
the  vagina,  though  he  does  not  deny  its  feasibility  or  even 
facility  at  times.  Pan-hysterectomy  (removal  of  the  uterus  and 
the  diseased  appendages)  per  vaginam  is  justifiable  only  when 
the  uterus  also  is  hopelessly  diseased,  or  when  the  thorough 
drainage  necessary  for  the  cure  of  a  pelvic  abscess  can  be 
secured  only  in  this  manner. 

For  extra-peritoneal  pelvic  abscess  the  treatment  should  be 
a  free  incision  wherever  the  pus  points  and  free  drainage. 

J.  F.  J. 

OBSTETRICAL. 

AnTE-PARTUM      HiEMORRHAGE.  By      RoBERT     JaRDINE,     M.D. 

Glasgow  Med.  yourn.y  January,  1898. 

Dr.  Jardine  records  and  analyses  in  this  paper  fifty-one  cases 
of  ante-partum  haemorrhage  that  have  been  treated  by  him  and 
others  in  the  Maternity  Hospital,  with  five  deaths  (maternal). 
With  regard  to  treatment  he  writes : — 

In  the  "  American  Text-Book  of  Obstetrics  "  the  following 
statement  is  made  : — "  There  is  no  single  method  of  treatment 
in  placenta  praevia  applicable  in  all  cases  and  at  all  times ; 
therefore  the  obstetrician  will  act  most  wisely  who  chooses 
means  corresponding  with  the  special  features  of  the  case  in 
hand  and  with  the  emergencies  that  arise."  I  entirely  agree 
with  that  statement.  In  the  cases  just  related  various  methods 
were  employed. 

Of  late  the  vaginal  tampon  has  been  very  highly  spoken  of, 
but  to  adopt  it  in  every  case  would  be  a  fatal  mistake.  If 
properly  applied  it  will  check  the  haemorrhage  and  ensure 
dilatation,  but  if  the  vagina  is  not  thoroughly  plugged  it  is 
worse  than  useless.  It  is  most  useful  before  dilatation  of  the 
OS,  or  in  cases  where  removal  of  the  patient  is  necessary.  The 
strictest  antiseptic  precautions  must  be  taken.     It  should  not 
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be  left  in  for  many  hours,  and  the  patient  should  be  carefully 
watched.  On  removing  it  the  os  will  usually  be  sufficiently 
dilated  to  turn  by  the  bipolar  method  and  bring  a  foot  down. 
The  case  can  then  be  left  to  nature  if  the  os  is  not  dilated 
sufficiently  to  allow  delivery  without  risk  of  laceration  of  the 
cervix. 

Bipolar  version  is  one  of  the  best  methods  of  treatment.  It 
can  be  done  when  the  os  will  admit  two  fingers,  and  is  therefore 
applicable  to  many  cases.  When  the  thigh  is  drawn  down  into 
the  cervix,  the  very  best  plug  and  dilator  is  secured.  Bleeding 
will  cease,  and  the  cervix  become  quickly  dilated.  Gentle 
traction  will  assist  this  and  check  any  haemorrhage,  but  one 
must  not  yield  to  the  temptation  to  deliver  quickly.  Laceration 
of  the  cervix  is  a  dangerous  accident  in  an  ordinary  case,  but 
much  more  so  in  a  placenta  pra^via  on  account  of  the  vascular 
condition  of  the  parts. 

Podalic  version  was  the  method  most  generally  adopted  in 
the  cases  tabulated.  If  the  os  is  sufficiently  dilated  to  allow  the 
hand  to  be  passed  in,  this  can  be  quickly  done.  If  the  cervix 
is  soft  you  can  generally  dilate  it  sufficiently  to  pass  your  hand, 
or  Barnes*  bags  or  Champetier  de  Ribes*  single  bag  can  be  used. 
The  latter  I  have  not  used  in  placenta  praevia,  but  it  should  be 
most  useful  provided  it  did  not  burst.  I  have  had  three  of  them 
burst,  and  shall  shortly  relate  a  most  unfortimate  accident  with 
one  of  them. 

In  the  central  or  complete  variety,  if  you  cannot  strip  the 
placenta  off  so  as  to  pass  your  hand  round  it,  it  is  better  to  push 
your  hand  through  it. 

In  either  variety  if  the  os  is  sufficiently  dilated  delivery  should 
be  accomplished  at  once,  either  by  turning  or  forceps.  Forceps, 
perhaps,  gives  a  better  chance  to  the  child. 

In  one  case  all  I  did  was  to  rupture  the  membranes  and  wait. 
In  the  lateral  or  marginal  varieties  this  may  suffice,  provided 
the  presenting  part  of  the  child  will  act  as  an  effectual  plug  and 
dilator,  and  you  watch  your  case  closely.  This  method  has  lately 
been  advocated  as  applicable  to  all  cases,  but  I  should  be  very 
chary  of  trusting  to  it  except  in  such  cases  as  I  have  indicated. 
It  is  claimed  that  strong  contractions  will  come  on  when  the 
liquor  amnii  drains  away,  but  unfortunately  this  is  not  always 
the  case,  and  if  you  have  to  turn,  the  operation  is  rendered 
much  more  difficult  and  the  bipolar  method  practically  impossible. 

In  the  central  or  complete  variety  it  has  been  suggested  to 
push  your  finger  through  the  placenta  and  strip  the  amnion  off 
the  inside  of  the  placenta  without  rupturing  it,  and  allow  it  to 
protrude  through  the  opening  to  act  as  a  dilator  and  plug.  This 
seems  to  me  a  very  precarious  method.  The  amnion  is  said  to 
be  easily  stripped  off,  but  it  is  far  too  weak  a  membrane  to  act 
as  an  emcient  plug  and  dilator. 
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Stripping  the  placenta  off  as  high  as  one  can  reach  is  some- 
times very  useful  in  checking  the  haemorrhage,  and  it  allows 
dilatation  to  take  place  more  rapidly,  but  it  diminishes  the 
chances  of  the  child. 

Treatment  of  Shock.     By  T.  L.  Rhoads,  M.D.,  TJicrapeutic 
GaxetU^  October,  1897. 
Dr.  Rhoads  sums  up  the  treatment  of  shock  following  opera- 
tion as  follows : — 

i)     Prophylaxis  before  and  during  the  operation. 

(2)  Wrap  the  patient  in  a  warm  blanket  and  apply  hot 
water  bottles  or  hot  bricks  and  a  hot-air  apparatus. 

(3)  Lower  the  head  and  shoulders. 

(4)  Apply  sinapisms  to  the  precordium. 

(5)  If  severe  shock,  perform  hypodermoclysis  ;  if  alarming, 
perform  saline  transfusion. 

Give  an  enema  of  six  ounces  of  strong,  hot  coffee. 
Massage  the  abdomen  and  apply  an  abdominal  compress. 

(8)  Elevate  the  limbs,  surround  them  with  cotton-wool, 
and  bandage. 

(9)  Administer  hypodermic  injections  of  liquor  ammonias 
aromaticus  in  | -drachm  doses  every  fifteen  minutes,  and  atropine 
sulphate,  i-ioo  grain,  every  half-hour,  until  reaction  sets  in. — 
Tkerapmtic  Gazette^  October  15,  1897. 

Serum  Therapy  in  Puerperal  Infection.    By  Dr.  Wallich. 
Cewttaihlatt  fur  Gyndkologie,  August  7,  1897. 

Wallich  comes  to  the  following  conclusion  in  regard  to  the 
use  of  serum-therapy  in  puerperal  infection.  After  the  good 
results  which  Marmorek  has  obtained  experimentally  with  his 
very  strongly  prepared  anti-streptococcus  serum,  the  hope  seems 
warranted  that  this  means  will  prove  efficacious  against  the 
infection  that  arises  from  the  streptococcus  so  frequently  in 
childbirth. 

His  examination  extended  only  to  the  point  of  ascertaining 
whether  Marmorek  established  and  demonstrated  that  anti- 
streptococcus  serum  is  a  powerful  prophylactic  or  healing 
medium  against  puerperal  infection.  After  careful  examination 
he  comes  to  the  conclusion  that  the  mortality,  after  a  methodical 
use  of  Marmorek's  serum,  remains  substantially  unaltered.  Not- 
withstanding the  increase  in  the  amount  of  injection  fluid,  even 
to  750  cubic  centimetres,  he  still  found  no  reason  for  altering 
the  hitherto  customary  method  of  treatment  for  puerperal 
infection. 

Pinard,  however,  saw  better  results  in  the  year  of  1897  froni 
the  use  of  Marmorek*s  serum  than  in  the  year  preceding. 

Weinistein  (of  Odessa)  reported  some  experimental  tests 
made  with   Marmorek's   serum.      He  injected   cats  with   the 
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serum,  after  having  previously  introduced  streptococcus  cultures 
within  the  cavity  of  the  uterus.  As  a  result  of  his  experiments 
he  came  to  the  conclusion  that  the  serum  acted  more  as  a 
prophylactic  than  as  a  healing  remedy,  and  that  the  use  of 
large  doses  and  very  early  treatment  are  necessary.  Zamschin, 
von  Ott,  La  Torre,  Carbajal,  and  Pinard  participated  in  the 
discussion.  They  mostly  agreed  with  Wallich  that  the  stxjepto- 
coccus  serum  has  not  yet  been  sufficiently  tested,  and  that^  as  a 
means  of  cure,  it  cannot  yet  be  recommended.  But  the  freedom 
from  danger  in  the  use  ol  the  remedy  invites  further  tests. 

Utero- Abdominal  Gestation  at  Term.    By  Prof.   Lbopold. 
Archiv,  fur  Geburtshiilfe  und  Gyndkologie,    Band  Hi. 

Dr.  Leopold  reports  the  case  of  a  woman,  aged  42  years,  in 
her  twelfth  pregnancy,  who  ruptured  her  uterus  two  or  three 
weeks  before  quickening  by  falling  down  the  cellar  stairs, 
striking;  upon  her  sacrum  and  nates.  Neither  haemorrhage  nor 
abdommal  inflammation  followed,  and  she  soon  recovered. 
When  the  fcetal  movements  began,  however,  they  caused  such 
severe  abdominal  pain  as  to  keep  the  patient  almost  completely 
bedridden.  They  ceased  about  three  weeks  prior  to  term,  and 
the  patient  then  complained  of  hot  and  cold  sensations,  head- 
ache, and  much  discomfort.  There  was  no  discharge  of  blood 
or  decidua.  On  admission  to  the  hospital  a  diagnosis  of  left- 
sided  extra-uterine  pregnancy  was  made,  with  a  probable  mature 
foetus  dead  about  three  weeks.  On  making  an  abdominal 
section  the  fcetus  was  discovered  lying  in  a  thin  sac ;  it  was 
extracted  by  the  head,  and  the  pelvis  and  feet,  which  lay  near 
the  pancreas,  on  escaping  were  followed  by  a  coil  of  small 
intestine,  with  which  they  were  probably  in  direct  contact. 
The  umbilical  cord  passed  into  the  uterus  through  a  perpen- 
dicular opening  about  two  centimetres  long,  situated  behind  the 
right  broad  ligament.  The  uterus  was  removed  with  the 
placenta,  the  stump  being  fastened  to  the  abdominal  wound, 
and  gauze  drains  introduced  into  the  pelvis  and  foetal  cavity. 
An  uninterrupted  recovery  followed,  and  the  patient  left  the 
hospital  on  the  forty-fourth  day.  ^ 

PViGMIA  TREATED    BY   AnTI- STREPTOCOCCIC   SeRUM.      By   Dr.   E. 

A.  Gibson.     Glasgow  Med,  Joum,,  November,  1897. 

The  case  as  reported  by  Dr.  Gibson  was  as  follows : — Mrs. 
L.,  aged  25,  primipara,  was  delivered  of  a  full  term  living  child 
on  January  22  last.  Her  doctor,  to  whom  I  am  indebted  for  the 
notes  of  the  case,  informed  me  that  the  presentation  was  an 
occipito- posterior  one,  and  was  delivered  as  such,  after  a  tedious 
labour,  by  forceps.  The  perinaeum  was  torn  and  sutured.  The 
perinseum  healed,  except  that  the  most  anterior  stitch  cut  out, 
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and  the  puerperium  was  apyretic  and  apparently  normal,  the 
patient  getting  up  on  the  tenth  day.  On  February  6 — 1.^.,  fifteen 
days  after  labour — she  had  a  slight  rigor,  and  her  temperature 
was  taken  by  the  nurse  and  found  to  be  102°  ;  when  the  doctor 
arrived  about  an  hour  afterwards  he  found  the  temperature  to 
be  101°.  The  vagina  was  douched  with  Condy*s  fluid,  and  the 
patient  was  given  quinine.  Next  morning — f.^.,  February  7 — 
the  temperature  was  under  100°,  and  the  patient  seemed  very 
well.  However,  in  the  evening  she  had  another  rigor,  and  the 
temperature  rose  to  105°.  The  next  day — i.^.,  February  8 — the 
temperature  remained  at  103°,  and  the  uterus  was  douched  with 
I  per  cent,  creolin  solution  ;  about  two  hours  after  this  she  had 
a  most  severe  rigor,  which  lasted  fully  half  an  hour,  and  the 
temperature  rose  to  107°.  She  was  put  in  a  cold  pack,  and  the 
temperature  came  down  to  103°.  On  the  evening  of  February 
9  the  temperature  was  again  105°,  and  the  uterus  was  again 
douched  with  creolin  solution.  This  was  followed  by  another 
very  severe  rigor,  and  the  temperature  rose  to  106*4°.  I  saw 
her  the  next  morning — %,t.^  February  10— for  the  first  time. 
Her  condition  then  was,  temperature,  104° ;  pulse,  130  and  very 
soft.  Perspiring  freely ;  marked  anxious  appearance,  abdomen 
soft,  and  not  at  all  tender;  the  lochia  were  almost  dried  up, 
and  not  at  all  foetid  ;  the  perinaeum  showed  a  small  granulating 
wound,  apparently  quite  healthy,  in  the  region  of  the  fourchette. 
Per  vaginam :  the  cervix  was  split  on  both  sides,  but  I  did  not 
examine  the  fornices  firmly  for  fear  of  crushing  the  thrombosed 
veins,  and  so  setting  free  fresh  infection.  I  could  make  out 
nothing  abnormal  in  the  chest,  and  the  urine  was  free  ftom 
albumen. 

I  advised  that  she  should  have  injections  of  anti-streptococcic 
serum,  and  at  i  p.m.  on  the  same  day  10  cc.  of  Marmorek's  anti- 
streptococcic serum  were  injected,  at  that  time  the  temperature 
being  104°.  In  two  hours  the  temperature  had  fallen  to  101°. 
At  9  p.m.  it  was  102°,  when  another  10  cc.  of  the  serum  were 
injected.  After  this  she  got  a  good  sleep,  which  she  had  not 
since  the  second  rigor,  and  felt  much  refreshed  in  the  morning. 
Next  morning — i.e.j  February  11 — temperature  was  ioo*8°.  I 
saw  her  again  in  the  afternoon,  and  there  was  marked  improve- 
ment in  her  appearance,  the  characteristic  anxious  look  having 
to  a  great  extent  gone  ;  her  pulse  was  no,  and  not  so  soft  as  the 
day  before ;  temperature  was  102°.  She  had  another  injection 
of  the  serum  at  night.  Next  morning — t.^.,  February  12 — tem- 
perature was  under  100°,  but  rose  in  the  evening  to  101°,  when 
another  injection  of  serum  was  given.  Next  evening  (February 
13)  temperature  was  100*4°,  when  the  fifth  and  last  injection  was 
given.  After  this  the  temperature  never  rose  to  100°,  and  she 
gradually  gained  strength  and  was  able  to  leave  her  bed  in  three 
weeks.  P.  Z.  H. 
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Specimens. 

Myoma  of  the  Uterus  removed  by  Hysterectomy. 

By  J.  FuRNEAUx  Jordan. 

Mr.  J.  FuRNEAUX  Jordan  showed  a  multinodular  myoma, 
which  he  had  removed  from  a  patient  eight  weeks  pre- 
viously. 

The  history  of  the  case  showed  that  she  had  not  suflFered 
at  all  at  her  menstrual  periods  and  had  not  been  conscious 
of  any  tumour,  but  had  suffered  for  over  two  months  from 
severe  rectal  and  bladder  trouble.  For  the  last  month  she 
had  suffered  from  haemorrhoids,  had  had  the  greatest  diffi- 
culty in  getting  the  bowels  moved,  and  had  noticed  that  the 
stools  were  flattened. 

On  examination  the  pelvis  was  found  to  be  blocked  up 
with  a  hard,  firm  tumour,  two  or  three  nodules  of  which 
could  be  felt  above  the  symphysis  rising  into  the  abdomen. 

On  March  i6  complete  hysterectomy  was  done  by  the 
combined  method.  Owing  to  the  tumour  being  wedged 
tightly  in  the  pelvis  only  a  small  portion  of  the  broad  liga- 
ments could  be  ligatured  from  the  vagina.  The  anterior 
and  posterior  peritoneal  pouches  were  opened  and  then  the 
abdomen  was  opened  and  the  upper  portion  of  the  broad 
ligaments  secured  by  ligatures,  and  the  whole  tumour  re- 
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moved.  This  part  of  the  operation  was  rendered  very 
difficult,  because  the  tumour  could  not  be  pulled  out  of  the 
pelvis  into  the  abdomen  until  part  of  the  broad  ligaments 
had  been  tied,  and  it  so  filled  the  pelvis  that  getting  down 
at  the  side  of  it  was  almost  an  impossibility. 

The  ligatures  were  carried  into  the  vagina  with  a  piece 
of  iodoform  gauze  and  the  abdominal  wound  closed.  The 
patient,  after  considerable  trouble  in  getting  the  rectum  to 
act,  has  made  a  good  recovery. 

Uterine  Fibroid  removed  by  Hysterectomy. 
By  Granville  Bantock,  M.D. 

Dr.  Bantock  showed  two  specimens  of  multiple  fibroids 
removed  by  complete  abdominal  hysterectomy.  Both  were 
of  small  size,  but  the  symptoms  were  so  distressiog  as  not 
only  to  justify  but  to  necessitate  surgical  interference. 

The  subject  of  the  first  was  a  single  lady,  aged  32.  She 
had  submitted  to  the  electrical  treatment,  the  only  evident 
result  of  which  was  that  she  had  two  scars,  one  on  each 
side  of  the  abdomen. 

The  principal  object  in  exhibiting  this  specimen  was  its 
bearing  upon  Dr.  Alexander's  recent  paper  on  the  enuclea- 
tion of  fibroids,  and  it  showed  how  impossible  it  would 
have  been  to  apply  the  method  in  this  instance.  The  mass 
consisted  of  the  uterus,  a  sub-peritoneal  fibroid,  i  lb.  in 
weight,  growing  from  the  back  of  the  uterus,  very  low 
down,  and  several  fibroids  in  the  anterior  wall  near  the 
fundus.  The  whole  mass  weighed  a  little  over  2  lbs.  The 
steps  of  the  operation  were  as  follows  :  ligature  of  the  ovarian 
vessels  with  stout  silk  (No.  4)  cut  off  short,  separation  of  the 
bladder,  opening  the  posterior  cul-de-sac,  ligature  of  the 
uterine  arteries  with  stout  catgut,  the  ends  of  the  ligatures 
being  brought  out  through  the  vagina  and  secured  on  the 
buttocks  by  a  strip  of  plaster,  while  a  couple  of  strips  of 
iodoform  gauze  were  finally  passed  into  the  vagina.  The 
peritoneal  opening  was  not  closed  by  suture,  as  the  drag  on 
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the  ligatures  was  sufficient  to  bring  the  peritoneal  edges  into 
apposition. 

The  second  specimen  was  obtained  from  a  married 
woman,  aged  37,  the  mother  of  two  children — youngest  12. 
The  mass  consisted  of  a  pedunculated  fibroid,  the  size  of  a 
small  orange,  springing  from  the  left  fundus,  and  of  the 
uterine  body  with  an  intra-mural  fibroid  the  size  of  a  cricket 
ball.  The  patient  had  been  under  his  observation  from  time 
to  time  for  about  twenty  years,  but  it  was  only  within  the 
last  three  years  that  the  fibroids  became  discernible.  Within 
the  last  nine  months  the  increase  had  been  rather  rapid. 
For  some  months  she  had  been,  obliged  to  give  up  bicycle- 
riding,  and  latterly  could  not  walk  above  a  mile  without 
great  discomfort. 

The  operation  was  much  the  same  as  in  the  preceding 
case,  the  broad  ligaments  being  unusually  short,  so  that  it 
was  impossible  to  employ  the  serre-noendf  even  after  enuclea- 
tion. 

An  impression  seemed  to  have  got  abroad  that  he  was 
wedded  to  one  method  of  treatment,  viz.,  the  extra-peri- 
toneal, by  means  of  the  serre-nceud,  although  he  had  fre- 
quently expressed  himself  to  the  contrary.  He  had  the 
curiosity  to  look  back  over  his  more  recent  cases  and  the 
following  table  would  show  how  unfounded  that  impression 
was. 

17  Extra-peritoneal  {serre-namd)  uncomplicated 7  R 

I  H  »9  with  large  R.  pyo-salpinx  i  R 

I  „  „  with  ovarian  cystoma  ...  i  R 

8  Complete  hysterectomy  (abdominal)      7R    iD 

4  Myomectomy  by  enucleation       4  R 

I  Hysterectomy— ligature  of  atrophied  uterus     iR 

32  31  R    I  D 

In  the  fatal  case  amongst  the  complete  hysterectomies, 
the  death  was  due  to  chronic  ulceration  of  the  large  intes- 
tine, the  condition  of  chronic  diarrhoea  having  been  over- 
looked, through  attention  not  having  been  called  to  it.     In 
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the  case  of  hysterectomy  treated  by  ligature,  the  patient  was 
62,  the  tumour  had  the  position,  and  apparently  the  relations 
of  a  solid  ovarian  tumour,  with  numerous  adhesions  to  the 
right  broad  ligament  and  neighbouring  structures,  and  it 
was  not  till  the  pedicle  was  severed  after  the  application  of 
the  usual  ligatures  that  it  was  found  to  consist  of  the  atro- 
phied uterus. 

Large  Fibro-Myoma  of  Uterus  removed  by 
Abdominal  Hysterectomy. 

Under  the  care  of  Mr.  Charles  Ryall. 

E.  C,  aged  36,  tailoress,  unmarried.  Admitted  into  the 
Cancer  Hospital,  January  8,  1898,  complaining  of  an  ab- 
dominal tumour  and  great  loss  at  the  menstrual  periods. 

History  of  Patient's  Illness. — About  seven  years  ago 
noticed  that  catamenia  was  more  copious,  and  lasted  longer 
than  usual,  and  for  this  she  was  treated  in  a  London 
hospital  but  without  relief.  Since  then  these  symptoms 
have  become  worse  and  although  the  catamenia  occurs 
regularly  every  four  weeks,  the  loss  is  excessive  and  the 
duration  about  seven  days.  She  also  suffers  from  severe 
dysmenorrhcea. 

About  four  years  ago  an  abdominal  tumour  was  noticed, 
and  this  has  gradually  increased  in  size. 

Past  History, — Always  healthy  up  to  onset  of  present 
illness.  Catamenia  began  aged  14,  regular,  no  excessive 
loss  ;  very  little  pain  up  to  onset  of  present  illness. 

Condition  on  Admission. — Thin,  slender  woman.  Extreme 
anaemia.  The  abdomen  was  nearly  filled  with  a  large 
symmetrical  tumour  rising  from  the  pelvis  and  reaching 
to  within  two  inches  of  the  ensiform  cartilage.  Firm, 
elastic  and  painless,  and  somewhat  limited  in  movement. 
Loud  bruit  could  be  heard.  No  ascites  could  be  detected. 
Both  ovaries  could  be  felt  through  the  abdominal  wall. 

Per  Vaginam. — Cervix  high  and  almost  out  of  reach,  but 
otherwise  normal.  Tumour  could  be  felt  bimanually  to  be 
incorporated  with  the  uterus. 


1 66  The  British  Gyneecolof^al  Society 

Rest  and  potass,  brom.  grs.  xxx.  ter  die  sumendum 
was  the  treatment  prescribed  for  a  month,  which  greatly 
improved  the  patient's  general  state  of  health.  During  this 
time  there  was  one  menstrual  period,  which  lasted  eight 
days. 

Abdominal  hysterectomy  was  considered  advisable  be- 
cause of  (i)  the  great  burden  entailed  in  carrying  such  a 
large  tumour;  (2)  the  excessive  menorrhagia  and  conse- 
quent anaemia ;  (3)  the  severe  dysmenorrhoea. 

February  11,  1898. — Under  ether  laparotomy  was  per- 
formed. The  uterus  brought  out  of  the  wound  and 
kept  warm  by  moist  sterile  cloths.  The  upper  part  of  the 
broad  ligaments  on  each  side  was  ligatured  and  separated 
from  the  uterus.  Peritoneal  flaps  were  dissected  from  the 
anterior  and  posterior  surface  of  the  uterus.  The  uterine 
vessels  were  dissected  out  and  tied  in  the  ascending  part 
of  their  course  about  the  level  of  the  os  internum.  Here 
the  uterus  was  severed  with  the  knife.  A  wedge-shaped 
piece  was  excised  from  the  cervical  stump  to  allow  the  raw 
surfaces  to  be  brought  together  and  prevent  oozing.  This 
was  done  with  catgut  sutures.  Over  this  was  sewn  the 
peritoneal  flaps,  thus  completing  and  closing  the  pelvic 
floor.  The  abdominal  wound  was  closed  by  three  layers 
of  sutures. 

The  specimen  removed  weighed  11  lbs.  11  ozs.,  and 
revealed  a  large  single  soft  submucous  fibro-myoma  in  the 
posterior  uterine  wall.  The  uterine  cavity  was  greatly  en- 
larged. The  ovaries  were  four  times  the  normal  size,  and 
owing  to  their  intimate  connection  with  the  tumour  they 
were  removed. 

After -Treatment. — ^The  bowels  acted  forty-eight  hours 
after  operation,  after  5  grs.  of  calomel  by  the  mouth  and 
an  enema  of  magnes.  sulph.  (jiv.  in  a  saturated  solution). 
On  the  fourth  day  there  was  an  attack  of  parotitis,  which 
soon  got  well  again,  and  on  the  twenty-second  day,  about 
the  time  her  menstrual  period  was  due,  there  was  some 
abdominal  discomfort  and  pyrexia  for  four  days.     No  cause 
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could  be  assigned  for  this  except  it  was  possibly  due  to  the 
artificial  production  of  the  menopause. 

Otherwise  the  after  history  of  the  case  was  uneventful 
and  the  patient  left  hospital  having  not  only  improved  in 
health  but  with  increase  in  weight. 

Fibroids  of  Uterus  Complicated  by  Pregnancy. 
By  Fred.  Bowreman  Jessett,  F.R.C.S. 

It  is  well-known  that  the  effect  of  pregnancy  is  to  give 
great  impulse  to  the  growth  of  fibromata.  The  sudden 
increase  in  volume  increases  the  symptom  of  compression 
to  which  it  has  already  given  rise,  the  pain  resulting  from 
the  pressure  of  the  sacral  plexus  becoming  almost  unbear- 
able. Retroflexion  of  the  gravid  uterus  may  intervene  and 
produce  symptoms  of  strangulation.  If  the  fibroid  develops 
below  the  brim  of  the  pelvis  and  has  its  origin  in  the  supra- 
vaginal portion  of  the  cervix  or  lower  portion  of  the  uterus, 
the  resulting  symptoms  from  compression  are  rapid  in 
onset  and  most  formidable.  They  may  bear  upon  the 
bladder,  ureters,  rectum,  nerves  or  vessels. 

The  most  common  accident  and  by  no  means  the  least 
serious  in  such  cases,  is  abortion.  '  Contraction  of  the  uterus 
may  be  hindered,  the  danger  of  haemorrhage  is  great,  and 
the  fear  of  septicaemia  is  not  to  be  lost  sight  of.  Lefour,  out 
of  307  cases  has  collected  39  cases  of  abortion.  In  14  the 
mother  died.  Nauss,  out  of  241  cases,  noted  abortion 
in  47. 

The  treatment  of  these  cases  must  be  guided  by  the  seat 
of  the  tumour  and  the  nature  of  the  symptoms  produced. 

If  the  case  be  one  of  sub-serous  fibroid  of  the  fundus, 
it  may  in  no  wise  interfere  with  the  natural  course  of 
pregnancy,  and  there  is  also  a  hope  that  after  parturition 
the  fibroid  may  disappear,  or  at  any  rate  diminish  con- 
siderably in  time.  In  such  cases  no  interference  would 
be  justified. 

Even  in  pelvic  fibromata,  interference  is  not  called  for 
unless  symptoms  of  compression  on  the  bladder  or  other 
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vital  organs  call  for  such  interference,  as  these  tumours 
have  been  known  to  have  been  expelled  at  the  time  of  con- 
finement, preceding  the  foetal  head  in  its  descent  through 
the  pelvis,  or  in  some  cases  they  have  been  known  to 
rise  above  the  brim  of  the  pelvis  after  the  rupture  of  the 
membranes.  Finally,  labour  being  normal,  these  fibromata 
have  been  flattened  out,  so  to  speak,  in  front  of  the  foetal 
head.  All  these  eventualities  have  been  known  to  occur, 
and  have,  thanks  to  forceps  and  version,  permitted  the 
termination  of  the  confinement.  In  some  of  these  cases, 
by  introducing  the  hand  into  the  vagina,  the  tumour  has 
been  pushed  back,  or  the  uterus  and  tumour  rotated  so  as 
to  allow  the  confinement  to  proceed  naturally.  This  expec- 
tant treatment  must  not,  however,  be  carried  on  too  far, 
as  you  may  lose  your  patient  from  exhaustion,  if  not  from 
haemorrhage  after. 

Fibroids  of  the  cervix  may  in  many  instances  be  enu- 
cleated through  the  vagina. 

Polypi  may  be  driven  before  the  foetal  head. 

Interstitial  fibroids  are  much  more  inaccessible,  and  the 
operation  for  their  removal  is  so  serious  that  one  may  well 
hesitate  and  think,  if  it 'would  not  be  wiser  to  bring  an 
abortion.  A  great  deal  must  be  left  to  the  ability  of  the 
surgeon  to  operate.  It  must  not  be  lost  sight  of,  however, 
that  induced  abortion  and  induced  premature  labour  them- 
selves present  serious  dangers. 

When  the  placenta  is  inserted  at  the  region  of  the  fibroid, 
so  that  the  uterus  cannot  contract  after  delivery,  formidable 
haemorrhage  may  occur.  The  patient  is  also  exposed  to 
the  risk  of  septicaemia.  Lefour,  in  a  series  of  23  cases  of 
induced  labour,  lost  3.  Tarnier,  out  of  7  cases,  lost  the 
mother  in  i,  and  the  child  in  3,  out  of  6  cases  delivered 
with  forceps,  4  mothers  and  4  children  died.  In  6  cases 
where  version  was  practised,  3  mothers  and  3  children  died. 
Five  women  affected  with  fibroids  died  before  delivery. 

Siisserott,  out  of  147  cases  of  pregnancy  complicated 
by  fibromata  that  he  had  collected,  says  the  forceps  were 
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applied  in  20,  with  the  result  8  mothers  and  13  children 
succumbed.  In  21  cases  the  placenta  was  artificially  ex- 
tracted, and  in  13  the  woman  died.  Collectively  the  mor- 
tality of  the  mothers  was  53  per  cent.,  that  of  the  children 
66  per  cent. 

Pozzi  has  collected  28  cases  in  which  Caesarean  section 
was  called  for  by  reason  of  fibroids,  only  4  mothers  survived  ; 
15  children  were  born  alive,  8  were  extracted  dead,  no 
information  is  given  of  the  other  5. 

Sanger  has  later  collected  43  cases  of  Caesarean  section 
for  fibroids ;  7  mothers  only  were  saved,  or  there  was  a 
mortality  of  837  per  cent. 

It  must  not  be  lost  sight  of  also,  that  even  supposing  the 
mother  recovers  she  still  has  the  fibroid  left,  which  may  not 
reduce  in  size  after  the  delivery,  and  hysterectomy  may  still 
be  necessary. 

Johnston  affirms  that  during  pregnancy  or  labour,  one 
third  of  the  mothers  and  more  than  one  half  of  the  children 
die,  so  that  where  the  tumour  cannot  be  removed  celibacy 
is  to  be  recommended. 

Case  sent  to  Mr.  Bowreman  Jessett 
by  Dr.  Macpherson  Laurie,  of  Weymouth. 

M.  T.,  aged  39,  admitted  April  20.  Operation,  April  23, 
1898. 

Family  History. — No  history  of  cancer,  but  one  of 
phthisis. 

Patient's  History. — Has  never  had  robust  health.  Been 
married  three  years.     No  children.     No  miscarriages. 

Menstrual  Periods. — Commenced  14^  ;  always  regular  but 
painful.  Pain  relieved  by  flow,  which  is  well  established 
second  and  third  day.  Periods  last  five  days.  Up  to 
January  of  this  year  periods  regular.     No  evidence  since. 

Present  Illness. — First  noticed  abdomen  becoming  larger 
soon  after  marriage  (three  years  ago).  She  suffered  no 
pain  and  had  no  discharge  from  vagina.  Swelling  never 
caused  any  inconvenience  until  one  month  ago  when  she 
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had  difficulty  in  micturition,  and  was  only  able  to  pass 
urine  whilst  lying  down.  The  urine  has  been  noticed  to 
be  very  offensive  the  past  month. 

Present  Condition,  The  Abdomen.  Inspection, — A  small 
rounded  swelling  in  middle  line  just  above  symphysis  pubis ; 
it  feels  elastic.  There  is  another  prominent  swelling  in 
left  ihac  fossa,  its  outline  is  smooth  and  extends  to  one  inch 
of  costal  margin.  This  tumour  also  extends  in  right  iliac 
fossa,  here  its  outline  is  irregular  and  two  distinct  nodular 
bosses  can  be  felt. 

Palpation, — Gives  no  pain  and  demonstrates  mobility  of 
tumour  (upper  one). 

Percussion, — Dulness  over  lower  tumour ;  dulness  in 
each  iliac  fossa ;  resonance  between  two  tumours. 

Auscultation, — No  suspicious  sounds  over  lower  central 
tumour ;  no  souffle  ;    no  foetal  heart  sounds.     Loud  bruit 
in  each  iliac  fossa,  this  is  accentuated  on  left  side. 
Measurements, — 
Circumference  at  level  of  umbilicus         33  inches 
„  2  inches  below  „  33      „ 

„  2      „      above  „  30      „ 

Umbilicus  to  xiphoid  cartilage  5I     „ 

„  „   symphysis  pubis  7 j     „ 

„         „   right  anterior  super,  spine       7I     „ 

99  99      ^^*J  99  99  99  ^8         W 

Per  Vaginam, — A  most  peculiar  condition  ;  no  cervix 
felt ;  finger  immediately  comes  in  contact  with  tumour, 
which  although  hard  is  mobile,  and  fills  the  whole  pelvis, 
pressing  on  bladder  in  front  and  rectum  behind. 

Urine. — Denotes  cystitis,  evidently  caused  through  pres- 
sure ;  contains  pus,  blood  and  albumin.  Washed  out  three 
times  daily  in  boracic  acid  lotion. 

Heart  and  Lungs, — Normal. 

Mr.  Bowreman  Jessett  operated,  performing  abdominal 
subperitoneal  hysterectomy.  The  broad  ligaments  on  each 
side  had  to  be  ligatured  and  divided  before  it  was  possible 
to  deliver  the  tumour,  which  was  wedged  into  the  pelvis. 
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A^ril  23,  1898. — Incision  4^  in.  in  length,  subsequently 
made  to  6  in.  in  middle  line.  Trendelenberg's  position  used. 
Tumour,  hour-glass-shaped  removed;  upper  being  a  large 
fibroid,  extending  from  fundus  uteri,  lower  a  large  fibroid 
greatly  compressed,  and  wedged  between  was  the  uterus 
about  the  size  of  a  cocoa-nut  with  foetus. 

Patient  made  an  uninterrupted  recovery,  and  returned 
home  in  six  weeks. 

In  the  discussion  on  these  four  specimens — 

Dr.  Heywood  Smith  asked  Mr.  Ryall  what  material 
was  used  for  the  suture  of  the  peritoneum.  When  the  rise 
of  temperature  occurred  ?  Was  any  suppuration  observed  ? 
as  this  might  happen  sometimes  in  the  stump. 

Dr.  PuRCELL  remarked  that  in  many  cases  when  the 
tumour  was  low  down  in  the  pelvis  there  might  be  great 
difficulty  in  raising  it  up,  and  in  such  cases  Kelly's  opera- 
tion was  often  the  only  procedure  possible. 

Dr.  Neil  Macphatter  (Denver,  Colorado)  said  that 
though  he  had  had  the  honour  of  being  elected  a  Fellow 
of  the  Society  ten  years  ago,  this  was  the  first  time  that  he 
had  had  an  opportunity  of  being  present  at  one  of  the 
meetings.  In  his  practice  in  the  Western  States  he  had 
had  a  large  experience  of  operations  for  fibroids ;  of  late 
years  surgeons  on  the  other  side  of  the  water  had  adopted 
Kelly's  method  almost  exclusively.  This  method  consisted, 
as  a  previous  speaker  had  said,  in  division  in  turn  of  the 
ovarian  artery,  the  uterine  artery  of  the  same  side,  the 
uterine  stump,  then  the  opposite  uterine  and  ovarian 
arteries.  The  vessels  were  secured  by  forceps  first  and 
tied  later.  Since  the  adoption  of  this  method,  the 
mortality  had  fallen  about  15  per  cent.  The  operation 
performed  in  this  way  was  much  more  rapid  than  extra- 
peritoneal hysterectomy,  in  which  the  serre-noeud  was  used. 

Dr.  Arthur  Giles,  commenting  on  the  rise  of  tem- 
perature mentioned  by  Mr.  Ryall,  observed  that  in  many 
of  the  cases  of  intra-peritoneal  hysterectomy  at  the  Chelsea 
Hospital  for  Women,   a  rise    of    temperature  was  noted 


172  The  British   Gynecological  Society 

within  the  first  week  or  ten  days,  without  the  formation 
of  any  pus.  The  most  probable  explanation  was  that  it 
was  due  to  degenerative  changes  in  the  uterine  stump, 
brought  about  by  the  cutting  off  of  its  blood  supply.  The 
absence  of  purulent  discharge  from  the  vagina,  and  the 
rapid  fall  of  temperature,  which  was  not  accompanied  by 
other  bad  symptoms,  showed  that  the  condition  was  not 
due  to  sepsis. 

The  President,  in  referring  to  the  difficulty  sometimes 
experienced  in  securing  the  proper  action  of  the  bowels, 
spoke  of  the  value  of  repeated  small  doses  of  sulphate  of 
magnesia.  This  was  the  plan  now  adopted  in  every  case 
at  the  Johns  Hopkins  Hospital.  One  point  was  well  brought 
out  in  the  specimens  shown,  viz.,  that  there  was  no  definite 
indication  for  hysterectomy  in  the  mere  size  of  a  fibroid 
tumour.  Thus  Dr.  Bantock's  specimen,  which  was  of 
medium  size,  was  the  typical  size  of  tumours  that  might 
cause  trouble  by  impaction.  Two  of  the  other  specimens 
showed  the  large  size  to  which  tumours  might  grow  before 
they  began  to  cause  serious  symptoms.  As  regards  method, 
he  favoured  the  intra-peritoneal,  which  he  had  used  in 
several  cases  with  good  results.  In  cases  where  there  was 
fear  of  infection,  the  uterine  canal  should  be  curetted  as  a 
preliminary  step  ;  and  this  obviated  the  necessity  of  apply- 
ing the  cautery  to  the  stump.  He  was  pleased  that  they 
had  with  them  that  evening  Dr.  Macphattier,  of  Denver, 
Colorado,  whose  remai'ks  would  certainly '  meet  with  the 
fullest  concurrence.  With  reference  to  the  difficulty  some- 
times experienced  in  lifting  out  the  tumour,  he  would 
remark  that  Richelot,  Doyen,  and  others  used  special 
elevators  for  this  purpose.  He  agreed  with  Mr.  Jessett  as 
to  the  terrible  mortality  that  attended  cases  of  fibroid  asso- 
ciated with  pregnancy  when  these  were  allowed  to  take 
their  own  course. 

Dr.  Heywood  Smith  mentioned  that  some  fifteen  years 
ago,  when  he  was  attached  to  "  The  Hospital  for  Women  " 
at  Soho,  he  had  a  similar  elevator  or  cramp  (1.^.,  like  a  stone 
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mason's  cramp)  put  up  in  the  theatre  ;  no  doubt  it  was  there 
to  this  day. 

Dr.  Granville  Bantock,  in  reply,  said  that  when 
pregnancy  complicated  fibroids  the  case  should  usually  be 
left  alone,  unless  the  pelvis  was  blocked  ;  for  in  many  cases, 
with  the  progress  of  pregnancy  the  tumour  was  found  to 
rise  out  of  the  pelvis.  In  one  such  case  under  his  ob- 
servation the  patient  successfully  passed  through  three 
pregnancies,  and  at  the  end  of  this  time  the  tumour  had 
disappeared.  In  another  case,  in  which  there  were  multiple 
fibroids,  one  of  which  occupied  the  pelvis,  the  patient  was 
safely  delivered  at  term.  But  they  should  be  guided  by 
the  circumstances  of  each  individual  case. 

Mr.  FURNEAUX  Jordan  remarked  that  in  his  case  it 
would  have  been  impossible  to  adopt  Kelly's  method, 
because  the  tumour  was  tightly  wedged  in  the  pelvis.  As 
regards  elevation  of  the  tumour,  it  must  be  remembered 
that  when  this  was  done  the  broad  ligaments  were  put  on 
the  stretch,  and  this  might  lead  to  slipping  of  the  ligatures. 
The  difficulty  with  the  bowels  in  his  case  was  not  in  getting 
the  stools  liquid,  but  in  getting  them  evacuated,  owing  to 
loss  of  power  in  the  rectum.  After  a  time  the  power  came 
back. 

Mr.  Charles  Ryall,  replying  to  Dr.  Heywood  Smith, 
said  that  catgut  was  used  to  bring  the  stump  together,  and 
to  lace  the  peritoneum  over  it.  There  were  two  rises  of 
temperature,  the  first  of  which  was  due  to  parotitis,  whilst 
the  second  was  unexplained.  It  occurred  later,  and  he  did 
not  think  that  Dr.  Giles's  explanation  would  apply.  He 
agreed  with  Dr.  Macphatter  that  Kelly's  method  was  the 
best  in  many  cases ;  and  in  some,  as  when  the  uterus  was 
held  down  by  adhesions,  it  was  the  only  method  possible, 
as  elevation  could  not  then  be  done.  He  spoke  highly  of 
the  efficacy  of  sulphate  of  magnesia  given  by  the  rectum, 
in  a  saturated  solution,  especially  when  there  was  vomiting  ; 
but,  after  all,  calomel  was  their  sheet-anchor  after  abdominal 
section. 
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Mr.  Jessett  remarked  that  Dr.  Bantock's  cases  of  preg- 
nancy complicating  fibroid  were  probably  instances  of  sub- 
peritoneal growths.  Such  cases  often  got  on  all  right,  but 
in  the  interstitial  variety  there  were  often  great  dangers,  one 
of  which  was  haemorrhage  at  the  time  of  the  confinement. 


The  RrsKS  to  the  Ureters  when  Performing  Hyster- 
ectomy,   ILLUSTRATED   BY   A    CASE    IN    WHICH    BOTH 

Ureters  were  Occluded  and  Freed  Fifty-eight 
Hours  after.  By  F.  A.  Purcell,  M.D.,  M.Ch., 
Surgeon  to  the  Cancer  Hospital. 

Wounds  of  the  lower  portion  of  the  ureters  and  their 
management,  much  to  my  regret,  must  necessarily,  in  the 
time  at  my  disposal,  be  very  inadequately  laid  before  you. 
I  must  therefore  beg  your  indulgence,  and  be  pardoned  for 
omissions  I  may  make.  It  may  be  realised  that  occlusion 
happening  at  the  time  to  both  ureters  might  be  in  a  sense 
more  of  an  advantage  than  otherwise.  I  need  hardly  say, 
that  in  ligating  the  uterine  arteries  lay  the  main  cause  of 
endangering  the  ureters.  The  unique  case  I  have  to  report 
will,  however,  I  trust  interest  you. 

It  may  be  granted,  that  to  demonstrate  the  relations  of 
the  uterine  artery  and  the  ureter  to  a  uterus  in  a  normal 
condition  in  the  pelvis,  differ  when  the  neck  and  body  are 
distorted  with  disease. 

It  is  necessary  to  examine  a  large  number  of  women 
before  one  can  be  in  a  position  to  appreciate  the  fact  that 
no  two  cervices  are  alike. 

The  whole  "  normal "  cervix  on  an  average  is  about  an 
inch  long  and  the  vaginal  portion  of  the  cervix  only  about 
one-third  inch  long. 

(i)  The  uterine  artery  is  a  most  important  vessel  surgi- 
cally, it  arises  in  common  with  the  hypogastric  artery,  from 
the  anterior  trunk  of  the  anterior  division  of  the  internal 
iliac — it  takes  a  course  downward  and  inward  between  the 
folds  of  the  broad  ligament,  until  it  arrives  at  a  point  below 
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the  level  of  the  os  internum  just  above  the  lateral  fornix  of 
the  vagina,  here  it  makes  a  sharp  turn  across  the  ureter  in 
a  tortuous  manner,  to  the  neck  of  the  uterus,  turning  up- 
wards along  the  border  of  the  uterus.  The  ureter  lies  below 
the  uterine  artery  and  its  two  veins  and  above  a  large 
vaginal  and  uterine  vein.  The  vaginal  artery  may  arise 
directly  from  the  uterine. 


Relatione  of  the  ureleri  at  the  level  ot  the  os  internum  u  aeen  from  above 
IPolk). 

U,  nleros ;  B,  biftdder ;  R,  lectum  ;  A  A,  uterine  arteriet ;  C  C,  nreiers ; 
LL,  ulero-sacial  ligt. 

Token  from  "A  Syilem  of  Gfnsecolc^  and  ObsIeCrics,"  bf  American 
anihon.  Edited  bjr  Matthew  D.  Mann,  A.M.,  M.D.,  and  Barton  Cooke  Hirst, 
M.D.    Vol.  L,  part  t,  p.  193. 

(2)  The  ureters  are  two  symmetrically  disposed,  flattened 
whitish  cords  lying  in  loose  connective  tissue  behind  the 
abdominal  and  pelvic  peritoneum,  10  to  12  inches  long. 
The  abdominal  portion  is  from  f  to  \\  inch  longer  than 
the  pelvic  portion.  The  left  ureter  is  longer  than  the  right. 
The  diameter  of  its  lumen  is  about  3  millimetres,  and  is 
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uniform  throughout  except  at  each  extremity,  where  there 
is  a  slight  narrowing. 

The  whole  of  the  abdominal  portion  of  either  ureter  can 
be  exposed  through  a  lateral  incision  without  injuring  any 
important  structure  or  ligating  any  vessels,  and  without 
opening  the  peritoneum,  by  simply  lifting  up  the  ascending 
or  descending  colon  and  drawing  the  bowel  towards  the 
middle  line. 

At  the  brim  of  the  pelvis  each  ureter  lies  upon  the 
common  iliac  artery,  crossing  it  about  i^  inch  from  the 
middle  of  the  sacral  promontory  :  just  below  this  it  crosses 
the  common  iliac  vein  as  it  drops  into  the  pelvis  beside 
the  internal  iliac  artery,  and  usually  behind  it. 

The  ovarian  vessels  cross  the  ureter,  and  leave  it  at  the 
brim  as  they  enter  the  top  of  the  broad  ligament. 

Within  the  pelvis  the  ureter  pursues  a  sigmoid  course, 
running  at  first  behind  the  peritoneum  of  the  posterior 
lateral  pelvic  wall,  close  to  the  internal  iliac  artery,  and 
then  turning  forward  and  crossing  under  the  uterine  artery, 
and  passing  through  a  sort  of  membranous  foramen  at  the 
base  of  the  broad  ligament  half-way  between  the  cervix  and 
the  pelvic  wall,  nearer  to  the  cervix  on  the  left  side.  Be- 
yond the  cervix  it  runs  at  first  parallel  to  the  upper  anterior 
vaginal  wall,  which  it  crosses,  to  pierce  the  bladder  wall 
obliquely  forward  and  inward,  ending  at  the  ureteral  orifice 
at  the  trigone  vesicae. 

The  landmark  for  the  first  part  of  the  pelvic  portion  of 
the  ureter  is  the  internal  iliac  artery,  which  it  sometimes 
crosses  so  as  to  lie  in  front  of  it. 

The  whole  pelvic  portion  of  the  ureter  is  accessible  to 
palpation  in  two  ways — either  by  the  vagina,  or  by  the 
rectum. 

By  the  vagina  the  ureters  are  most  accessible  to  palpa- 
tion at  their  lower  extremities,  from  the  bases  of  the  broad 
ligaments  beside  the  cervix  down  to  the  terminus  in  the 
bladder.  To  palpate  the  ureter  the  bladder  and  rectum 
should  be  empty,  and  the  patient  lying  on  her  back  with 
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fiexed  thighs.  The  examining  finger  is  passed  high  up  into 
one  of  the  vaginal  fornices,  pushing  it  upward  and  outward 
toward  the  pelvic  wall,  the  ureter  feels  like  a  flat  cord  which 
is  constantly  slipping  away,  and  can  be  traced  down  the 
pelvic  wall  to  a  point  at  which  it  passes  between  the 
anterior  vaginal  wall  and  the  bladder. 

In  palpating  its  lower  extremity  the  ureter  is  distinguished 
by  its  direction,  its  size,  its  consistency,  and  its  mobility. 

By  the  rectum  the  ureter  can  be  felt  from  the  pelvic 
brim  to  the  pelvic  floor  through  an  empty  bowel,  the  left 
ureter  is  the  most  accessible. 

In  abdominal  operations,  where  the  broad  ligament  is 
opened,  the  ureter  may  be  found  by  touch,  by  separating 
the  anterior  from  the  posterior  layer  of  peritoneum  and 
carrying  the  thumb  and  forefinger  deep  down  to  the  pelvic 
floor,  and  gathering  up  the  cellular  tissue  and  letting  it 
slip  out  between  the  fingers.  After  a  few  efforts  the  ureter 
will  be  distinctly  recognised,  and  then  easily  traced  in  its 
course  into  the  anterior  part  of  the  pelvis. 

The  ureter  lies  below  the  uterine  artery  and  two  of  its 
veins,  and  above  a  large  vaginal  and  uterine  vein. 

Ligation  of  one  of  the  ureters  in  performing  vaginal 
hysterectomy  is  an  accident  which  is  peculiarly  liable,  and 
comes  from  passing  the  first  ligatures  on  the  uterine  artery 
too  far  out  from  the  cervix  toward  the  pelvic  wall. 

The  most  skilled  operator  may  make  this  mistake,  when 
the  cervix  is  unusually  enlarged  by  cancerous  infiltration, 
diminishing  the  distance  to  the  pelvic  wall,  and  bringing 
the  cervix  and  the  ureters  into  an  abnormally  close  relation- 
ship. Kelly  practises  a  preliminary  sounding  of  the  ureters, 
by  placing  a  flexible  bougie  in  each  one,  where  it  remains 
until  the  operation  is  over.  By  this  means,  as  soon  as  the 
peritoneum  is  opened,  the  ureter  can  be  felt  at  once  against 
the  side  of  the  pelvis  like  a  hard,  firm  cord,  which  the 
bougies  keep  splinted  out  upon  the  pelvic  wall  at  the  greatest 
possible  distance  from  the  cervix.  The  extreme  importance 
of  placing  a  sound  in  the  ureters  has  been  insisted  on  by 
VOL.  XIV. — NO.  54.  12 
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Kelly,  and  has  been  repeatedly  illustrated  in  his  cases  where 
the  ureter  has  been  bared  for  one  or  more  inches  by  a 
careful  dissection. 

The  relations  of  the  ureters  in  pregnant  women,  aside 
from  the  physiological  elevation  of  the  bladder  during 
pregnancy  (the  organ  is  also  sometimes  drawn  upward  by 
a  fibroid  uterus),  are  slightly  different  from  those  in  the  non- 
pregnant, the  difference  being  thus  summarised  by  Polk  : — 
"As  a  rule,  the  tubes  in  the  pelvis  are  situated  upon  a  higher 
level  than  in  the  non-pregnant  condition,  having  been 
carried  slightly  upward  while  being  separated  from  their 
close  relations  with  the  pelvic  wall  by  the  ascending  uterus." 


Diagram  to  illustrate  relations  of  the  ureters  to  the  cerriz  when  the  patient  is 
in  the  lithotomy  position. 

a  b.  From  -^  inch  to  2  inches  between  the  orifices  of  ureters,  average  ^  inch. 

d  c.  Distance  from  cervix  to  a  horizontal  line  joining  the  orifices  of  the  ureters, 
f  inch  to  I  inch. 

ef.  Distance  from  the  side  of  the  cervix  to  the  ureter  in  a  horisontal  Une 
passing  through  the  middle  of  the  cervix,  f  inch. 

**  Diseases  of  Women,"  by  Arthur  H.  N.  Lewers,  M.D.,  M.R.C.P.,  p.  226. 


In  seven  specimens  examined  with  reference  to  the 
distance  between  the  orifices  of  the  ureters  in  the  bladder 
it  was  found  that  this  varied  from  A  inch  to  2  inches, 
average  i^  inches. 

In  three  specimens,  the  distance  from  the  cervix  to  a 
horizontal  line  joining  the  orifices  of  the  ureters  |  inch  to 
I  inch. 

The  distance  from  the  side  of  the  cervix  to  the  ureter  in 
a  horizontal  line  passing  through  the  middle  of  the  cervix 
}  inch. 
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Sir  Spencer  Wells  in  his  paper  (published  in  Med.  Chir, 
Trans.,  1881),  "On  the  first  successful  removal  of  a  gravid 
cancerous  utenis,"  stated  that  out  of  94  published  abdominal 
hysterectomies,  i  ureter  had  been  divided  in  6 ;  and  both 
ureters  in  2  other  cases.  It  has  since  been  computed 
(Dr.  Fred  Byron  Robinson  :  Discussion  on  Fenger's  paper, 
Chicago  Med.  Reformer,  March,  1893,  p.  200),  that  in  every 


Surgical  Rklations  of  the  URtTSKS  (Garrigubs). 

Ut  Dtenu ;  B,  bUddei ;  wr,  nieten  ;  «,  aielhn  ;  V,  ngiiu ;  T,  Fallopun 
tube ;  O,  0TU7;  i,  broad  ligament ;  r,  rowid  liguaeiil ;  ct,  connectiTe  tissue. 

Taken  from  "A  Syitern  of  Gyiuecologjr  and  Obatetiics,"  bjr  AmerioD 
Anlbon.  Edited  bjr  Matthew  D.  Mann,  A.H.,  M.D.,  and  Baitoo  Cooke 
Hint,  M.D.    Vol.  i.,  part  1,  p.  195. 

100  hysterectomies,  vaginal  and  abdominal  i  or  both  ureters 
are  tied  or  cut  across  in  at  least  3.  I  am  sure  in  the  ex- 
perience of  Fellows  of  the  British  Gynaecological  Society 
the  injury  to  one  or  both  ureters  has  been  frequently  noted, 
and  has  been  reported  by  some  skilled  operators. 
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Wounds  of  the  Ureter. 

In  the  Hunterian  Lectures  on  the  "Surgery  of  the 
Kidney/'  Mr.  Henry  Morris  {vide  British  Medical  Joumalj 
March  and  April,  1898),  enters  on  the  subject.  Great 
advance  has  been  made  in  the  management  of  wounds  of 
the  ureter  inflicted  accidentally  during  the  course  of  ovario- 
tomy, abdominal  and  vaginal  hysterectomy,  and  the  removal 
of  suppurating  Fallopian  tubes  and  ovaries. 

A  great  variety  of  methods  have  been  devised  for  re- 
medying the  injury  without  sacrificing  the  kidney.  I  have 
more  than  once  seen  a  lu-eter  divided,  and  the  operator  has 
deliberately  tied  up  the  ends  of  the  duct,  leaving  the  kidney 
to  become  hydronephrosed.  The  patients  have  made  re- 
coveries from  the  operation  ;  but  as  to  the  ultimate  success, 
I  am  unable  to  record*  The  more  complete  the  obstruction, 
the  more  rapid  the  atrophy  of  the  kidney.  Occlusion  of  one 
ureter  never  gives  rises  to  fatal  anuria  if  the  opposite  kidney 
and  ureter  are  normal. 

Methods  for  Restoring. 

(a)  Those  designed  to  restore  the  continuity  of  the 
ureter. 

(6)  Those  for  anastomosing  the  cut  end  of  the  ureter 
with  the  external  surface,  with  the  bladder  or  with  the 
intestine. 

If  the  ureter  should  be  wounded  during  an  abdominal 
or  vaginal  operation,  and  the  injury  detected  at  the  time, 
one  or  other  of  these  operations  ought  to  be  immediately 
undertaken. 

{a)  UreterO'Ureteral  Anastomosis. — ^The  danger  of  end-to- 
end  anastomosis  is  cicatricial  stenosis  about  the  seat  of 
operation.  I  can  only  allude  to  Weller  van  Hook's  method 
by  lateral  implantation,  that  of  invaginating  the  upper  seg- 
ment into  an  incision  made  in  the  wall  of  the  lower  segment 
of  the  duct,  the  patent  end  of  the  lower  segment  being  first 
closed,  resembling  Maunsell's  method  carried  out  of  end- 
to-end  anastomosis  of  the  bowel. 
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Bor^  in  1895  adopted  a  plan  which  consists  in  suturing 
the  cut  ends  together  obliquely ;  in  his  case  he  converted 
the  transverse  division  of  the  ureter  into  an  oblique  one, 
as  both  ends  had  tieen  injured  and  had  to  be  sacrificed  (2 
to  3  inches  of  the  duct  may  be  sacrificed).  No  suture 
penetrated  the  mucous  membrane  of  the  ureter,  the  perito- 
neum was  carefully  sutured  over  the  injured  portion  of  the 
duct. 

A  mere  puncture,  or  a  small  wound,  may  t>e  securely 
closed  by  one  or  two  Lembert  sutures  and  a  covering  trf 
peritoneum ;  or  by  the  Heineke-Mikulicz  method. 


Elgate  nimtnting  nuioer  of  ratDring  after  division  of  the  $tiktiiK.  The 
sde  view  ihows  a  gieat  exa^entioo  of  the  pucker  ptodticed  b;  tighteoing  the 
sntnies,  being  the  Honeke-Miknlicz  method  by  meuu  of  two  fine  dlk  tatures 
pMMd  liter  the  maDDer  of  Lembert.  See  BrUish  Utditat  Jaumal,  Much  16, 
1898.  p.  815. 

(6)  Ureteral  Grafting. — Mr.  Henry  Morris  summarised  as 
follows : — 

(i)  Invagtnating  the  fistulous  aperture  itself  into  the 
bladder,  after  first  incising  the  vesico-vaginal  septum. 
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(2)  Grafting  the  ureter  to  the  bladder  through  the 
vagina. 

(3)  Grafting  the  ureter  into  the  bladder  by  an  extra- 
peritoneal route  through  an  incision  in  the  abdominal  wall. 

(4)  Grafting  the  ureter  into  the  bladder  by  a  trans- 
peritoneal or  intra-peritoneal  operation. 

(5)  After  Fowler  {Amer.  four.  Med.  Sci.,  March,  1898). 
Implanting  the  ureter  into  the  rectum. 

It  is  necessary  for  the  patient  to  be  placed  in  Trendelen- 
burg's position  in  performing  the  abdominal  section. 

If  in  doubt  as  to  which  ureter  is  the  one  occluded  the 
cystoscope  should  be  employed,  and  ui:eter-catheterisation 
has,  in  expert  hands,  been  found  of  great  use  in  some  cases 
of  doubtful  diagnosis. 

Several  different  routes  have  been  taken  for  partial  ure- 
terectomy affecting  the  lower  part  of  the  duct,  the  parasacral, 
or,  a  combination  of  the  inguinal  and  vaginal  methods  as 
recommended  and  practised  by  Kelly. 

Symptoms. — Anuria  which  follows  ligation  of  the  ureters 
once  established  may  last  many  days  without  causing  any 
symptoms  of  uraemia.  Even  when  the  suppression  is  com- 
plete, seven,  eight,  or  ten  days  may  elapse  before  the  symp- 
toms of  uraemia  appear,  and  sometimes  death  occurs  without 
any  of  the  characteristic  symptoms  of  uraemic  poisoning 
arising  at  all.  When  the  uraemic  phenomena  supervene 
after  a  longer  or  shorter  time,  death  follows  rapidly,  or  at 
any  rate,  within  a  day  or  two. 

Urcemic  Stage. — ^At  a  variable  period  the  uraemic  stage 
sets  in.  When  the  anuria  is  complete  this  period  arrives 
mostly  about  the  seventh  or  eighth  day.  The  symptoms  of 
the  uraemic  stage  may  be  summarised  under  three  groups  : 
(1)  The  circulatory  ;  (2)  those  connected  with  elimination  ; 
and  (3)  those  of  poisoning. 

(i)  The  pulse  is  slow  and  full,  and  later  becomes  irre- 
gular. 

The  temperature  is  low,  as  in  all  forms  of  uraemia,  namely 
from  <)f  to  97*5^. 
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(2)  Profuse  perspirations  may  occur,  but  if  so,  are  sup- 
pressed in  the  last  day  or  two  of  life. 

But  more  important  than  the  foregoing  symptoms  is 
vomiting.  This  is  copious,  and  due  to  gastric  irritabiHty 
rather  than  to  supplementary  elimination.  It  is  a  symptom 
of  bad  omen,  which  precedes  and  accompanies  the  uraemic 
nervous  phenomena.  Obstinate  constipation  and  meteorism 
are  common  intestinal  symptoms.  Sometimes  there  is  a 
veritable  intestinal  paralysis. 

(3)  Contraction  of  the  pupils  and  muscular  tremors  are 
the  two  most  marked  symptoms  of  the  poisoning  stage. 
The  temperature  falls  lower  with  the  progress  of  the  disease. 
The  respiration  becomes  slow  and  sighing,  and  irregular, 
and  the  patient  dies  from  paralysis  or  powerlessness  of  his 
respiratory  muscles,  or,  the  patient  may  die  of  heart  failure, 
without  a  convulsion,  without  coma  ;  occasionally  death  is 
caused  by  coma,  or  a  convulsive  crisis,  and  sometimes  by  an 
attack  of  suffocation,  two  or  three  days  after  the  commence- 
ment of  the  uraemia. 

Many  cases  after  operations  for  myoma  of  the  uterus 
succumb  to  anuria  with  dilatation  of  the  ureters  and  renal 
pelvis.  Opinions  have  differed  as  to  the  precise  time  when 
the  surgeon  should  interfere.  To  be  successful,  it  is  certain 
"  the  operation  of  relief  "  should  be  done  early  and  before 
the  uraemic  stage  is  reached,  in  fact,  ought  to  be  performed 
as  soon  as  the  anuria  is  established,  and  the  diagnosis  is 
satisfactorily  made. 

Observations  on  the  Case. 

The  unique  contretemps  to  the  ureters  in  the  case  here- 
with reported.  Looking  at  the  specimen,  it  is  seen  the  neck 
is  greatly  enlarged  in  its  circumference.  It  must  have 
pressed  laterally  up  to,  if  not  in  actual  contact  with,  the 
ureters.  In  ligating  the  uterine  artery,  although  the  tumour 
was  well  pulled  to  the  side,  little  room  existed  to  pass  the 
aneurism  needle  (armed  with  silk)  around  the  vessel ;  the 
needle  was  passed  from  above  deep  in  the  cellular  tissue 
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between  and  parallel  to  the  ureter  and  neck  of  the  uterus. 
Now,  what  happened,  I  surmise,  was  this  :  the  vessel  was 
caught  up  with  some  cellular  tissue,  the  artery  being  of  a 
fibro-elastic  nature,  and  some  fibres  of  the  cellular  tissue 
passing  from  the  pelvis  both  above  and  below  the  ureter, 
after  being  tied  and  divided,  contracted  to  the  fulcrum,  the 
pelvis,  constricted  and  compressed  the  ureters.  At  the 
subsequent  operation  of  relief,  the  moment  the  ligatures  on 
the  uterine  arteries  were  removed,  relieving  the  ureters,  their 
patency  was  restored. 

The  Case. — ^The  Specimen  Exhibited. 

The  case  is  that  of  K ^  a  spinster,  aged  51,  a  patient 

of  Dr.  Clemow,  of  Earl's  Court  Road,  admitted  to  the 
Cancer  Hospital  on  September  3,  1897.  She  complained 
of  an  abdominal  tumour,  which  caused  her  great  pain, 
distress  from  its  weight,  and  pressure  to  both  bladder  and 
bowel,  serious  floodings  and  a  foul  discharge.  Never  very 
strong,  she  is  now  feeble  and  greatly  emaciated.  She  men- 
struated regularly,  until  onset  of  present  illness,  five  years 
ago  began  to  have  excessive  losses,  lasting  a  week  to  ten 
days.  For  the  last  few  months  a  vaginal  discharge  has  been 
copious  and  foul. 

Examination. — ^A  large  tumour  is  found  to  extend  above 
the  umbilicus,  hard,  irregular,  and  nodular,  the  whole 
somewhat  fixed. 

Per  Vaginam. — The  vagina  is  found  occupied  by  a  mass 
of  sloughing  tissue.  Sweeping  the  finger  around,  the 
mucous  membrane  is  found  smooth  ;  above  the  finger 
passed  into  the  uterus,  which  was  irregularly  excavated, 
thickened  and  hard,  sloughing  tissue  traced  upward — suffi- 
cient mobility  recognised  to  admit  of  removal.  Abdominal 
panhysterectomy  recommended,  to  which  the  patient,  after 
she  was  explained  the  risks,  gave  her  willing  consent. 

September  18,  1897. — Patient,  having  been  duly  prepared, 
was  anaesthetised  with  gas  and  ether.  Mr.  F.  B.  Jessett  gave 
me  his  assistance. 
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(i)  The  abdomen  was  opened  in  the  middle  line,  bowel 
was  found  low  down  adherent  to  the  tumour  on  both  sides ; 
these  adhesions  were  separated. 

(2)  The  ovarian  arteries  were  tied  and  divided  away  near 
the  pelvic  brim,  ligatures  placed  near  the  uterus  to  control 
reflux  haemorrhage  ;  further  ligating  of  the  broad  ligament 
was  made  down  to  a  point  approaching  the  uterine  vessels. 

(3)  Tumour  was  brought  out  through  the  abdominal 
wound.  The  patient  was  then  raised  in  the  Trendelenburg 
position. 

(4)  The  flap  incision  was  made  anteriorly  through  the 
vesico-uterine  peritoneum,  freeing  the  bladder,  the  flap  was 
dissected  and  pulled  down  so  as  to  expose  the  supra-vaginal 
cervix.  The  uterus  then  rolled  forward ;  the  posterior  peri- 
toneal flap  was  incised  in  same  manner. 

(5)  Pulling  the  tumour  to  the  off  side,  the  uterine  artery 
was  located  and  the  position  of  the  ureter  noted ;  not  much 
room  was  afforded  to  pass  the  aneurism  needle,  armed  with 
silk,  around  the  vessel,  as  the  side  of  the  enlarged  neck 
pressed  close  up  to  the  pelvis.  The  vessel  was  tied  and 
divided.  The  tumour  was  then  pulled  over  to  the  near  side, 
and  the  other  vessel  tied  and  divided. 

(6)  The  vaginal  wall  in  front,  the  spot  being  located  by 
a  pair  of  long  forceps  passed  per  vaginam,  was  there  trans- 
fixed, the  wall  was  divided  all  round,  freeing  the  tumour. 
Care  was  taken  to  prevent  the  foul  discharge  from  the  body 
soiling  the  pelvis.  The  vagina  was  full  of  sloughing  debris, 
a  swab  of  gauze  with  string  attached  after  being  soaked  in 
iodoform  emulsion,  the  string  being  caught  from  below  was 
pulled  down  through  the  vagina.  Three  more  were  passed 
down  to  make  clean  the  vagina,  and  a  final  one  was  left 
lodged  in  the  vagina. 

(7)  The  peritoneal  flaps  were  then  laced  from  side  to  side 
with  catgut,  all  raw  surfaces  were  made  absolutely  extra- 
peritoneal, the  pelvis  was  dry  cleaned,  the  patient  was  then 
lowered  out  of  the  Trendelenburg  position. 

(8)  The  abdominal  wound  was  closed  by  three  layers 


1 86  The  British  Gyncecological  Society 

of  sutures,  the  peritoneum  with  continuous  catgut,  the 
muscles  with  interrupted  silkworm  gut  cut  short  and  left 
buried,  and  the  skin  with  a  continuous  horse-hair  suture, 
collodion  applied,  then  the  usual  dressings  and  bandage. 
7  p.m.  the  same  evening ;  temperature  102®  F. ;  pulse  142, 
of  low  tension  ;  no  vaginal  oozing ;  no  pain.  9  p.m. ; 
temperature  90*8° ;  pulse  116 ;  perspiration  profuse ;  catheter 
passed,  drew  away  3  ozs.  of  urine.  All  hot  bottles  were 
removed,  bed  clothes  lightened,  hands  and  face  sponged. 

September  19. — 10  a.m. ;  temperature  98'2° ;  pulse  100 ; 
perspiration  less ;  abdomen  slightly  tympanitic ;  no  pain ; 
cheerful ;  had  some  sleep ;  no  urine ;  suppression  recog- 
nised; vaginal  plug  removed,  followed  by  a  bloody  dis- 
charge. She  was  douched  out  with  boric  solution  and  the 
vagina  was  loosely  plugged  with  iodoform  gauze.  5  p.m. ; 
temperature  98*2° ;  pulse  99  ;  anuria.  Turpentine  and  assa- 
foetida  enema  administered  gave  relief. 

September  20. — a.m. ;  temperature  97*8® ;  pulse  90  ;  tongue 
clean  ;  anuria ;  vomited  repeatedly  during  night,  no  head- 
ache ;  abdomen  more  distended  ;  pain  complained  of  in 
each  loin  ;  some  fulness  in  right  side ;  aspect  not  favourable. 
Falling  temperature  and  the  sickness  denote  the  ursemic 
stage  approaching.  I  would  have  had  an  operation  of  relief 
done  now,  but  ordered  a  consultation  of  my  colleagues, 
with  instructions  to  prepare  for  operation.  9  p.m. ;  a  full 
meeting  of  the  staff  met  me,  it  being  the  earliest  possible 
time  they  could  be  got  together;  patient  much  the  same 
as  this  morning.  Consultation ;  the  case  was  discussed, 
and  it  was  decided  to  re-open  the  abdomen,  and  deal  with 
the  ureters  as  advisable.  10  p.m. ;  fifty-eight  hours  has 
elapsed  since  the  previous  operation ;  patient  anaesthetised 
with  gas  and  ether,  Mr.  F.  B.  Jessett  again  assisted.  A 
catheter  was  inserted ;  no  urine  passed.  The  abdominal 
wound,  closely  agglutinated,  was  opened,  the  patient  was 
put  in  the  Trendelenburg  position,  and  the  bowels  kept 
back  with  a  hot  fiat  sponge  ;  by  means  of  a  hand  electric 
lamp,  the  pelvis  was  viewed,  was  found  clean,  no  sign  of 
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peritonitis,  the  laced  peritoneum  in  perfect  condition.  The 
right  ureter  being  the  first  examined  was  found  distended, 
ballooned  to  the  size  of  a  forefinger,  constricted  below  ;  the 
left  ureter  presented  much  the  same,  not  ballooned  quite 
to  the  same  extent.  To  get  at  the  constriction  the  laced 
peritoneum  was  opened  out,  below  was  found  free  of  any 
discharge  or  fluid,  the  ends  of  numerous  thrombosed  veins 
were  seen  standing  out  prominently.  The  end  of  the  silk 
ligature  on  the  right  uterine  artery  was  caught  up  in  a  pair 
of  pressure  forceps,  the  knot  was  cut  and  the  loop  drawn 
away,  no  blood  followed;  the  ureter  was  now  seen  per- 
ceptibly diminishing.  To  verify  this  a  catheter  was  passed 
into  the  bladder,  to  which  was  attached  a  glass  s)a-inge ;  we 
had  the  satisfaction  of  seeing  about  an  ounce  of  clear  urine 
drawn  out.  The  silk  ligature  on  the  left  uterine  artery  was 
removed  in  the  same  way,  with  the  same  result,  and  now 
about  two  ounces  of  urine  was  drawn  out.  Both  ureters 
were  thus  proved  pervious  with  no  leakage,  and  had  not 
been  encircled  by  either  silk  ligature — in  fact,  were  un- 
damaged. The  peritoneum  was  again  laced  across,  and  the 
abdomen  closed,  dressed  and  bandaged  as  before  described. 
I  have  to  thank  Mr.  Jessett  for  his  kind  assistance,  and  the 
rest  of  my  colleagues  for  their  sympathetic  co-operation. 

September  21. — 2.30  a.m. ;  temperature  99*2** ;  pulse  112  ; 
lu-ine  2  ozs. ;  4  a.m.,  4  ozs. ;  8  a.m.,  5  ozs. ;  10  a.m.,  3  ozs. ; 
1.30  p.m.,  7  ozs. ;  4.30  p.m.,  8  ozs. ;  10  p.m.,  8  ozs.  Thus 
in  twenty-four  hours  37  ozs.  of  urine  passed.  Evening 
report ;  temperature  99'2'* ;  vomited  once  or  twice ;  she 
feels  distended.  A  turpentine  and  assafcetida  enema  was 
administered,  with  relief.  Vagina  douched  and  loosely 
plugged.    Taking  food. 

September  22. — She  passed  a  good  night,  having  slept  at 
intervals ;  no  sickness ;  vaginal  drain  changed,  no  discharge, 
again  douched  and  loosely  plugged.  Twenty-four  hours 
urine,  53  ozs.    Acid,  sp.  gr.  io"i2.    A  trace  of  albumen. 

Patient  from  this  on  made  an  uneventful  recovery.  The 
photograph  of  her,  kindly  taken  by  Dr.  English  in  February 
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last,  shows  a  plump,  well-nourished  female,  a  great  contrast 
to  what  she  presented  when  she  was  the  possessor  of  the 
tumour.  She  enjoys  good  health  and  has  command  over 
her  bladder,  with  no  leakage  whatever. 

Mr.  BowREMAN  JESSETT  thought  they  were  much  in- 
debted to  Dr.  Purcell  for  his  report  of  this  case.  The 
diagnosis  itself  was  a  matter  of  considerable  interest ;  and 
indeed  many  might  have  advised  that  no  operation  at  all 
should  be  done.  The  diagnosis  lay  between  malignant 
disease  and  a  sloughing  fibroid ;  and  the  conclusion  at 
which  they  arrived,  and  which  was  borne  out  by  the  patho- 
logical report  was  that  it  was  a  case  of  sloughing  fibroid 
undergoing  malignant  changes.  One  lesson  to  be  derived 
from  it  was  that  it  might  have  been  better  to  divide  the 
uterine  arteries  and  then  remove  the  tumour,  ligaturing  the 
vessels  after  this  had  been  done.  The  ureters  were  not 
actually  tied,  but  they  were  kinked  by  the  gathering  up  of 
the  tissues  in  the  ligatures.  Dr.  Purcell  was  to  be  con- 
gratulated on  having  avoided  tying  the  ureters  while 
securing  the  arteries,  and  on  the  brilliant  result  of  the 
case. 

Dr.  George  Keith  related  a  case  he  had  seen  in  Ekiin- 
burgh  some  fifteen  years  previously.  The  tumour  was  a 
large  ovarian  cyst,  and  after  its  removal  a  suspicious-looking 
small  tube  was  noted  upon  it.  The  patient's  condition  did 
not  warrant  further  procedures  at  the  time  of  operation  ; 
but  the  little  tube  was  forwarded  to  a  pathologist,  who 
pronounced  it  to  be  not  the  ureter;  but  the  post-mortem 
examination  proved  that  it  was  in  fact  the  ureter. 

Dr.  Neil  Macphatter  congratulated  Dr.  Purcell  and 
his  colleagues  on  their  decision  to  re-open  ;  many  cases 
died  for  want  of  a  little  courage  on  the  part  of  the  operator. 
He  had  had  an  experience  of  trouble  with  the  ureter  in  his 
first  hysterectomy.  He  was  operating  on  a  case  of  a  very 
large  tumour,  which  he  believed  to  be  ovarian  (after  removal 
it  weighed  46  lbs.).  He  had  many  adhesions  to  separate, 
and  when  some  of  them  had  been  freed  he  made  use  of 
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the  corkscrew  by  means  of  which  he  raised  the  tumour  out 
of  the  pelvis.  On  separating  some  further  adhesions,  he 
saw  one  of  rather  uniform  size.  He  was  about  to  tear 
through  ity  when  the  friend  who  was  assisting  him  said  that 
he  thought  it  was  the  ureter ;  and  this  proved  to  be  the 
case.  It  had  been  so  much  elongated  by  the  tumour  that, 
after  removal  of  the  latter,  the  ureter  formed  quite  a  little 
coil. 

The  President  observed  that  hysterectomy  had  two 
main  risks — haemorrhage  and  danger  to  the  ureters.  In 
many  of  these  cases  the  relations  of  the  parts  were  so  altered 
that  exact  anatomical  knowledge  was  of  little  avail.  When 
the  ureter  was  damaged  it  was  generally  out  of  its  normal 
position,  or  was  the  subject  of  congenital  anomalies.  He 
cited  Doyen's  recent  plan  of  panhysterectomy  as  a  method 
by  which  both  of  the  principal  dangers  were  minimised. 
Further,  Doyen  drew  out  the  ovarian  and  uterine  arteries 
from  their  surroundings,  tying  each  vessel  alone;  so  that 
it  was  impossible  to  catch  the  ureter  in  the  ligature.  He 
had  written  to  several  operators  of  large  experience,  asking 
them  for  their  experiences  with  ureteral  injuries.  Howard 
Kelly  had  written  back  promising  to  send  his  statistics  on 
the  subject ;  these  would  be  very  interesting,  but  had  not 
yet  come  to  hand.  He  had  also  heard  from  Martin  and 
Landau,  of  Berlin,  Doyen,  of  Paris,  and  Kufferath,  of 
Brussels ;  and  he  ventured  to  think  that  the  letters  of  these 
eminent  Fellows  of  the  Society  would  be  of  sufficient  in- 
terest to  the  Society  to  warrant  his  quoting  them.  They 
were  as  follows  : — 


From  Dr.  A.  Mat  tin,  Berlin. 

"  My  dear  Doctor, — I  have  had  very  few  accidents  to 
the  ureters  during  my  operations  of  hysterectomy. 

"  In  the  vaginal  operations  I  remember  2  cases ;  in  the 
abdominal  there  were  3.  These  happened  during  hyster- 
ectomy for  myoma,  a  multitude  of  smaller  and  voluminous 
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nodules  projecting  from  all  parts  of  the  anterior  wall  of 
the  uterus.  Another  instance  of  ligature  of  left  ureter  I 
met  with  in  a  case  of  multiple  outgrowths  of  the  bladder ; 
one  of  these  was  situated  close  to  the  inlet  of  the  ureter  into 
the  bladder.  In  spite  of  all  precautions  the  ureter  was 
involved  in  the  effect  of  the  ligature,  lying  beside  it.  I  had 
excised  four  different  parts  of  the  wall  of  the  bladder,  having 
divided  this  in  the  median  line  from  the  apex  right  down 
to  the  base.  I  closed  the  wall  of  the  bladder ;  the  patient 
passed  water  spontaneously  from  the  first,  so  that  I  could 
not  suppose  that  there  was  any  obstacle  in  the  ureter.  The 
patient  died  the  seventh  day,  without  feverish  reaction,  from 
uraemia.  At  the  post-mortem  we  found  the  left  ureter  ex- 
cessively filled  up  to  the  kidney.  I  saved  one  of  the  first- 
named  cases  of  lesion  in  the  vaginal  operation  and  closed 
the  fistula  afterwards  successfully. 

"  Among  the  abdominal  cases  I  lost  2 ;  i  in  consequence 
of  uraemia,  the  other  by  septicaemia  after  having  re-opened 
the  abdomen  and  freed  the  ureter.  The  urine  passed  freely 
into  the  bladder.  The  patient  died  some  six  days  after- 
wards. The  third  patient  recovered ;  several  operations 
for  closing  the  ureteral-fistula  being  unsuccessful.  I  re- 
moved the  kidney.    The  patient  is  all  right  now. 

"  All  the  cases  happened  some  five  years  ago,  since  this 
time  I  have  not  seen  any  similar  complications. 

"  This  gives  the  experience  of  more  than  2,000  abdominal 
operations  and  of  some  300  vaginal. 

"In  700  colpotomy  cases  there  has  been  no  such  com- 
plication with  the  ureter." 

Professor  Landau,  of  Berlin,  had  kindly  furnished  the 
following  statistics  : — 
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Number  of 
Cases 

Injured 
Ureters 

Remarks. 

(i)  Laparotomies  inclnding  abdo- 

Over 

Nil 

minal  hysterectomies 

700 

(2)  Vaginal  hysterectomy — 

(a)  For  cancer      

124 

I 

Nephrectomy  cured.  Patient 
died  thirteen  months  after 

the  operation. 

{b)  Myoma.    Among  these 

99 

5 

I    spontaneously  closed;    I 

many    reaching     to 

closed  by  Winckel's  opera- 
tion ;  3  cured  by  nepnrec- 

umbilicus  (morcelle- 

• 

ment) 

tomy. 

(f)  Concentric  hypertrophy 

28 

Nil 

of  uterus  and  uncon- 

trollable hsemorrhage 

(d\  Inflammatory  processes 

270 

2 

Both  cured  by  nephrectomy. 

of  appendages,  com- 

plicated pelvic  abs- 

cess,   double     pyo- 

salpinx,  and  double- 

sided,    non-purulent 

but  inflammatory  con- 

ditions of  appendages 

(3)  Combined  operation 

•  •  • 

Nil 

(4)  Vaginal  coeliotomy 

52 

Nil 

From  Dr.  £.  Doyen. 

"MON  CHER  CONFRERE, — ^J'ai  observ6  un  seul  cas  de 
fistule  uret^rale — ^apr^s  une  hyst^rectomie  vaginale  pour 
cancer  du  corps  assez  ^tendu,  II  y  avail  des  brides  cicatri- 
cielles  au  fond  du  vagin.  Ce  cas  est  mentionn^  dans  ma 
technique  chirurgicale.  La  fistule  ne  s'est  manifest^e  que 
le  huitifeme  jour,  k  la  chute  d'une  eschare.  Je  I'ai  ferm^ 
par  le  precede  d6crit  page  345  et  346." 

From  Professor  Kufferath,  Brussels. 

"  Cher  et  honore  confrere, — Je  vous  remercie  d'avoir 
song6  k  moi  au  sujet  du  travail  que  vous  allez  presenter 
k  la  prochaine  reunion  du  Congrfe  de  la  Soci6t6  Gyn^co- 
logique  de  la  Grande  Bretagne. 

"Voici  les  quelques  renseignements  que  je  puis  vous 
donner, 

"i.   Dans    une  operation    d'hyst^rectomie  totale    faite 
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pour  cancer  ut^rin  par  la  methode  de  Kraske,  j'ai  coup6 
I'uretfere.  La  malade  mourut  15  jours  apr&s  rop^ration. 
Je  n'ai  plus  recommence. 

"2.  Dans  mes  nombreuses  op^raturs  d'hyst6rectomie 
vaginale  dont  le  r^sum^  complet  n'est  pas  fait  mais  qui 
d^passe  la  centaine,  j'ai  eu  la  chance  de  ne  pas  lesser  les 
uret^res. 

"  3.  Dans  mes  laparotomies  faites  pour  kystes  de  Tovaire 
et  du  ligament  large  ou  pour  salpingites,  je  n'ai  jamais  eu 
cet  accident. 

"Par  contre  dans  un  cas  de  laparotomie  pour  fibrome 
volumineux  et  tres  adherent,  j'ai  coup6  une  fois  I'uretfere. 

"  L'uretfere  avait  6t6  refoul6  pas  le  fibrome  qui  s'^tait 
d^velopp^  sur  la  partie  lat6rale  gauche  et  inf^rieure  de 
I'ut^rus.  La  distance  du  col  k  I'uret^r  etait  de  10  centi- 
metres. 

"L'uret&re  fut  trouv6  dans  la  plaie  abdominale.  La 
malade  gu^rit.  Plus  tard  on  lui  partiqua  la  nephrectomie 
pour  la  d^brasser  de  I'inconv^nient  de  I'^coulement  des 
urines.    Elle  gu6rit  encore  de  cette  operation. 

"  Dans  nos  operations  d'hyst^rectomie  pour  fibrome 
par  voies  vaginale  et  abdominale  combinees,  je  n'ai  pas 
observe  de  lesion  de  I'uretfere.  Tels  sont,  cher  confr^, 
les  quelques  renseignements  que  je  me  fait  un  plaisir  de 
vous  donner." 

The  methods  of  closing  the  divided  ureter  had  been 
mentioned;  but  he  believed  that  Howard  Kelly  was  the 
first  to  do  ureterostomy,  and  also  to  practise  the  plan  of 
carrying  the  lower  end  of  the  ureter  into  the  bladder.  The 
method  of  taking  the  ureter  into  the  rectum  had  been  given 
up.  There  was  a  discussion  at  this  Society  some  years  ago 
on  injury  to  the  ureters,  in  which  it  was  suggested  that  if 
the  ureters  were  likely  to  be  in  danger  they  should  be 
sounded  as  a  preliminary  measure.  Since  then  this  plan 
had  actually  been  put  into  practice  by  Howard  Kelly.  To 
this  brilliant  surgeon  was  due  also  the  important  means, 
which  they  now  possessed,  of  determining  by  differential 
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catheterisation  which  kidney  was  the  affected  one,  when 
nephrectomy  was  contemplated  ;  so  obviating  the  necessity 
of  making  a  preliminary  abdominal  section  for  purposes 
of  exploration.  The  Society  would  feel  it  a  great  honour 
that  Howard  Kelly's  name  had  been  proposed  that  evening 
for  election  as  a  Fellow  of  the  Society.  In  conclusion, 
Dr.  Purcell  was  to  be  heartily  congratulated  on  his  boldness 
and  success  under  circumstances  which  were  most  trying 
to  any  surgeon. 

Dr.  C.  H.  F.  ROUTH  remarked  that  during  the  dis- 
cussion, one  patient  was  stated  to  have  died  of  uraemia. 
He  would  suggest  whether  in  such  a  case  it  might  not  be 
advisable  as  a  temporary  expedient  to  open  the  kidney 
from  behind.  This  would  relieve  urgent  symptoms,  and 
a  secondary  operation  might  then  be  performed  later,  if 
necessary. 

Dr.  Purcell  in  reply,  thanked  the  Fellows  for  the  way 
they  had  received  his  paper.  No  doubt  may  cases  died  of 
injury  to  the  ureters  which  were  not  reported  ;  so  that 
complete  statistics  were  not  available.  When  the  cervix 
was  small,  there  was  not  much  danger  to  the  ureters  in 
hysterectomy ;  the  risk  increased  in  proportion  as  the 
cervix  was  widened  out  by  the  growth.  If  an  injury  to 
the  ureter  was  discovered  at  the  time  of  operation,  he 
thought  Dr.  Routh's  suggestion  might  be  adopted  with 
advantage ;  but  if  it  were  not  found  out  till  later  it  would 
be  necessary  to  ascertain  first  which  side  was  affected.  As 
a  matter  of  fact  if  only  one  side  was  involved,  the  remain- 
ing kidney  would  continue  excreting,  and  there  would  then 
be  no  danger  of  uraemia. 
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THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

Thursday,  June  9,  1898. 

Dr.  H.  MACNAUGHTON-JONES,  President,  in  the  Chair. 

Present  :  43  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society : — ^James  Allen,  M.D.,  R.U.L,  M.Ch.,  Pietermaritz- 
berg,  Natal ;  T.  Gelston  Atkins,  B.A.,  R.U.L,  M.D.,  M.Ch., 
L.M.,  Cork;  A.  Blakiston,  L.R.C.P.,  L.R.C.S.,  &  L.M., 
London ;  N.  F.  Fitzmaurice,  L.R.C.P.,  L.R.C.S.,  Stockport ; 
A.  Grant  Franz,  Schwalbach ;  A.  S.  Hanson,  M.R.C,S., 
L.R.C.P.,  Fareham,  Hants ;  Howard  A.  Kelly,  Baltimore ; 
J.  G.  Douglas  Kerr,  Bath  ;  W.  M.  O'Connor,  B.A.Dub., 
M.B.,  B.Ch.,  L.M.Rot.,  Aldershot ;  G.  L.  Kerr  Pringle, 
M.B.,  CM.,  Bridgwater,  Somerset ;  G.  D.  Wilson,  L.R.C.P., 
L.R.C.S.,  Clapham. 

The  following  gentlemen  were  proposed  for  election  : — 
W.  J.  Burleigh-Robinson,  M.D.Durh.,  M.B.,  London ;  Gerald 
Quin  Lennane,  L.R.C.S.I.,  L.M.,  L.R.C.P.L,  L.M.,  Lavender 
Hill;  Charles  P.  Noble,  Philadelphia;  P.  F.  O'Hagan, 
L.R.C.P.,  L.R.C.S.,  Croydon. 

Specimens. 

Mr.  Keith  showed  ovaries  and  tubes  removed  from  a 
lady,  37  years  of  age,  where  Apostoli's  treatment  would 
have  failed  had  it  been  tried  as  one  tube  was  full  of  pus, 
and  secondly,  those  organs  removed  from  a  lady,  of  42, 
when  Apostoli's  treatment  had  been  carried  out  four  years 
before  with  the  result  of  bringing  the  tumour  from  under- 
neath the  ribs  to  the  level  of  the  umbilicus,  and  for  a  time 
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the  patient  was  quite  well.  The  tumour  began  to  grow, 
and  an  attempt  was  made  to  repeat  the  treatment.  How- 
ever too  small  a  dose  could  be  borne,  and  the  ovaries  were 
removed.  One,  when  removed,  was  almost  the  size  of  the 
closed  fist,  and  was  sufl&cient  to  prevent  the  success  of  the 
electrical  treatment. 

Dr.  Arthur  Giles  asked  Mr.  Skene  Keith  whether  he 
had  any  experience  of  the  production  of  a  condition  of 
fibro-cystic  degeneration  of  a  fibroid  under  electrical  treat- 
ment. He  had  not  a  personal  experience  of  the  use  of 
Apostoli's  method,  but  in  a  case  that  was  some  time  under 
his  care  electrical  treatment  was  employed,  and  within  a 
few  months  the  tumour  underwent  fibro-cystic  change. 
Pelvic  inflammation  also  supervened,  and  the  patient  suc- 
cumbed. He  dould  not  say  whether  the  degenerative 
change  was  a  result  or  a  mere  coincidence  of  the  electrical 
treatment ;  one  with  such  a  large  experience  as  Mr.  Skene 
Keith  might  be  able  to  throw  some  light  on  this  point. 

Dr.  C.  H.  F.  ROUTH,  referring  to  the  question  raised  by 
Dr.  Giles,  said  that  he  had  used  electricity  largely  in  several 
cases,  and  had  never  seen  a  fibro-cystic  tumour  result  there- 
from. As  to  the  effect  of  electricity,  some  tumours  dis- 
appeared rapidly,  some  slowly,  leaving  a  calcareous  mass. 
In  other  cases  there  was  no  effect  at  all.  They  did  not  yet 
know  what  kinds  of  tumour  would  be  likely  to  benefit  by 
the  method,  in  spite  of  all  the  intelligence  and  assiduity  of 
Apostoli  himself.  Till  this  was  ascertained  no  conclusion 
could  be  arrived  at. 

Dr.  Bantock  observed  that  fibro-cystic  degeneration 
was  not  uncommon ;  and  it  would  be  a  large  assumption 
that  the  electricity  had  anything  to  do  with  it ;  if  such  a 
result  could  follow,  it  would  be  a  very  serious  thing,  since 
fibro-cystic  degeneration  was  one  of  the  most  serious  con- 
ditions met  with.  In  cases  of  fibroid  the  ovaries  were  often 
very  large ;  but  he  regarded  this  as  only  a  coincidence. 

Dr.  Bedford  Fenwick  said  that  some  years  ago  he 
took  part  in  some  experiments  with  Apostoli's  treatment ; 
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and  it  was  then  noticed  that  the  best  results  were  in  cases 
where  the  tumour  was  soft  and  within  the  muscular  tissue  ; 
and  it  would  seem  that  the  results  were  due  to  the  con- 
traction of  the  muscular  tissue ;  but  this  was  just  the 
result  looked  for  from  the  use  of  ergot.  He  had  been 
much  struck  with  the  action  of  the  current  in  destroying 
tissues  outside  the  body;  and  it  seemed  to  him  that 
electricity  might  have  the  same  effect  on  the  living  tissues, 
with  very  bad  results.  The  best  results  would  follow  the 
use  of  electricity  when  the  fibroid  was  well  within  the 
muscular  tissue,  and  so  capable  of  being  acted  on  by  the 
current. 

Dr.  Heywood  Smith,  referring  to  the  coincidence  of 
enlarged  ovaries  with  fibroid  tumours,  pointed  out  that  it 
was  an  undecided  question  whether  the  enlargement  of  the 
ovaries  was  the  cause  or  the  result  of  the  fibroid  change  in 
the  uterus ;  the  congestion  of  the  one  organ  might  lead  to 
hyperplasia  and  overgrowth  of  the  other. 

Dr.  Burleigh  Robinson  observed  that  when  there  was 
much  overgrowth  of  fibroid  tissue,  as  in  the  case  of  a 
uterine  fibroid,  there  must  be  excess  of  the  blood  supply 
to  the  parts ;  therefore  the  ovary,  being  connected  with 
the  uterus  by  its  blood  supply,  the  increase  in  the  size  of 
the  ovary  must  probably  be  regarded  as  consecutive  to  the 
formation  of  the  uterine  tumour ;  or  perhaps  the  same 
changes  which  led  to  the  one  would  lead  to  the  other  also. 

The  President  asked  whether  Mr.  Skene  Keith  had 
seen  any  direct  bad  results  from  Apostoli's  treatment, 
especially  in  hysterical  women.  And  in  view  of  methods 
more  generally  adopted  now  for  pelvic  suppuration,  sal- 
pingitis and  pyosalpinx,  did  Mr.  Keith  still  think  that 
Apostoli's  treatment  was  safer  than  oophorectomy  or  hys- 
terectomy ?  Had  not  the  electrical  treatment  special  risks 
which  might  be  as  disastrous  as  these  operations  ?  He 
had  tried  Apostoli's  treatment  when  it  was  first  suggested, 
obtaining  for  the  purpose  all  Apostoli's  special  appliances, 
but  had  given  it  up,  as  it  had  been  given  up  in  this 
country,  in  Germany,  and  in  Paris  itself. 
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Mr.  Skene  Keith,  in  reply,  thought  it  would  be  im- 
possible to  attach  any  importance  to  the  fibro-cystic 
change  which  occurred  in  Dr.  Giles's  case.  Dr.  Routh 
took  up  just  the  position  that  he  himself  held,  that  they 
did  not  yet  know  enough  about  the  electrical  treatment, 
otherwise  it  would  be  more  used.  It  had  certainly  not 
been  quite  given  up,  but  at  present  it  had  somewhat  a 
bad  name  because  it  was  so  often  used  in  a  quack  fashion. 
Some  cases  did  well,  and  others  badly ;  his  experience  was 
that  soft  fibroids  did  badly ;  the  results  were  quite  diflFerent 
with  hard  fibroids.  As  to  the  risks,  he  felt  sure  that  with 
proper  precautions  electrical  treatment  was  attended  with 
no  risk  at  all.  But  it  had  to  be  used  with  discrimination 
and  care,  otherwise  pelvic  cellulitis  might  result.  As  to 
the  ovaries,  they  were  frequently  large  in  these  cases ;  but 
the  ovaries  he  had  shown  came  under  a  different  category, 
as  they  were  in  an  early  condition  of  transformation  into 
cysts.  The  good  results  brought  about  by  Apostoli's  treat- 
ment were  due  in  his  opinion  to  its  effect  in  diminishing 
the  blood  supply  of  the  uterus. 

Case  of  Abdominal  Hysterectomy  Operated  on  by 
Kelly's  Method  for  Fibro-Myoma  Uteri. 

Under  the  Care  of  Mr.  Charles  Ryall. 

J.  L ,  aged  39,  Jewess,  unmarried,  was  admitted  into 

the  Cancer  Hospital  on  March  22,  1898,  complaining  of 
"  bleeding  from  the  womb,"  and  great  weakness. 

Previous  Condition. — Had  been  healthy  up  to  six  years 
ago,  and  previous  to  that  the  catamenia  (which  began  at 
the  age  of  1 1  years)  had  been  regular,  free  from  pain  and 
not  excessive.  Six  years  ago  she  had  excessive  loss  at  a 
menstrual  period,  and  this  lasted  fourteen  days,  during 
which  time  large  clots  were  passed,  and  subsequently 
there  was  only  about  two  weeks'  interval  between  the 
periods,  their  duration  being  from  three  weeks  to  one 
month.    For  this  she  was  treated  by  "  rest  and  medicine," 
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but  without  relief.  In  January,  1895,  double  oophorectomy 
was  performed  by  a  London  surgeon,  which  also  gave  no 
relief,  and  in  fact  the  symptoms  since  then  have  become 
gradually  worse,  and  during  the  four  months  preceding 
admission  there  has  been  almost  continual  bleeding,  with 
occasionally  a  day's  interval. 

On  admission  the  patient  was  suffering  from  extreme 
anaemia,  weakness,  and  emaciation,  with  frequent  attacks 
of  abdominal  pain.  The  old  laparotomy  scar  was  not 
healthy. 

Per  vaginam,  the  cervix  was  normal,  but  the  uterus  was 
fixed  in  the  pelvis  and  incorporated  with  the  uterus,  there 
could  be  felt  a  nodular  tumour  the  size  of  a  large  cricket 
ball. 

From  March  26  to  May  6  rest  in  bed,  with  liquid  extract 
of  ergot  and  liq.  ferri,  was  given  internally,  and  the  patien 
slightly  improved  in  general  health. 

Operation,  May  6. — Laparotomy  was  performed.  A  coil 
of  small  intestine  was  adherent  to  and  was  freed  from  the 
old  abdominal  scar.  Coils  of  small  intestine  and  the 
sigmoid  flexure  were  adherent  to  the  uterus  and  to  the 
left  Fallopian  tube,  which  was  the  only  one  remaining, 
and  this  was  considerably  dilated.  The  adhesions  were 
carefully  broken  down.  The  patient  was  then  placed  in 
the  Trendelenberg  position,  and  an  attempt  was  made  to 
raise  the  uterus  from  the  pelvis,  but  this  was  found  im- 
possible. Hysterectomy  was  then  performed  by  Howard 
Kelly's  method,  and  the  peritoneum  was  sewn  over  the 
cervical  stump.  There  was  a  good  deal  of  oozing  from 
the  adhesions,  and  it  was  therefore  deemed  necessary  to 
drain  the  abdomen  through  the  abdominal  wound,  and 
this  was  done  with  simple  sterilised  gauze. 

After  History. — On  the  patient  being  put  back  to  bed, 
five  grains  of  calomel  were  administered,  and  ten  hours 
after  this  a  soap  and  water  enema,  which  effectually 
opened  the  bowels.  The  gauze  drain  was  removed  in 
twenty -four    hours.      The    patient    suffered    from    severe 
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vomiting  after  this,  but  it  was  checked  by  enemata  of 
sulphate  of  magnesia. 

There  was  nothing  more  of  interest  in  tbe  after-history, 
and  the  patient  is  already  better  in  general  health  than  she 
has  been  for  the  last  six  years. 

Dr.  PuRCELL  congratulated  Mr.  Ryall  on  his  case ;  it 
was  a  very  interesting  one,  especially  because  previous  treat- 
ment had  been  tried.  It  would  be  useful  to  know  whether 
the  leaving  cf  one  tube  was  the  cause  of  the  failure  in  the 
oopberectomy ;  in  any  case  this  operation  was  the  cause  of 
the  adhesions  found.  The  hysterectomy  was  difficult,  also 
because  the  fibroid  was  so  low  down  in  the  pelvis.  In 
dealing  with  these  tumours  they  were  not  so  bold  as  Doyen 
and  Kelly  in  securing  the  uterine  arteries ;  a  very  little 
dissection  was  sufficient  to  make  sure  of  the  arteries  after  the 
peritoneum  had  been  reflected. 

Dr.  Snow  said  that  this  case  suggested  to  him  the 
general  principle  that  if  any  operation  at  all  were  done, 
nothing  short  of  radical  removal  of  the  uterus  and  tumour 
was  satisfactory.  Some  years  ago  it  would  have  been  im- 
possible to  remove  a  tumour  so  deeply  situated  as  this  one 
was ;  the  Trendelenburg  position  alone  had  rendered  such 
operations  possible. 

The  President  remarked  that  it  was  only  fair  to  Lawson 
Tait  to  remember  his  statement  that  the  opprobrium  in  the 
future  of  oophorectomy  would  be  due  to  an  incomplete 
operation  ;  consequently,  if  a  part  of  a  Fallopian  tube  were 
left  behind,  a  successful  result  could  not  be  predicted. 

Mr.  Ryall,  in  reply,  said  that  while  he  was  not  responsible 
for  the  oophorectomy  previously  performed  in  his  case,  he 
quite  appreciated  the  view  that  possibly  its  want  of  success 
was  due  to  the  leaving  behind  of  part  of  a  Fallopian  tube^ 
thus  making  it  an  incomplete  operation. 
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The  Treatment  of  Dysmenorrhcea.  By  G.  Granville 
Bantock,  M.D.,  F.R.C.S.Ed.  Consulting  Surgeon  to 
the  Samaritan  Free  Hospital  for  Women. 

The  subject  of  the  treatment  of  dysmenorrhcea  is  one  of 
very  great  importance,  and  covers  such  a  wide  field,  that  it 
is  necessary  to  restrict  oneself  to  certain  limits  for  the  pur- 
pose of  discussion. 

Mr.  Skene  Keith  has  perhaps  been  a  little  unfortunate 
in  the  title  of  his  paper.  Yet  while  that  title  covers  a  very 
wide  field,  one  quite  unsuitable  for  discussion  under  the 
conditions  prevailing  in  all  societies  such  as  ours,  careful 
attention  to  the  text  shows  that  he  has  done  wisely  in  limit- 
ing himself  to  the  discussion  of  a  special  form  of  dysmenor- 
rhcea, "  which  alone,"  he  says,  "  will  be  treated  of "  in  his 
paper. 

I  call  attention,  in  passing,  to  the  use  of  the  phrase 
"  Uterine  Dysmenorrhcea,"  and  ask  you  to  observe  the 
qualification,  for  1  shall  return  to  the  subject  later  on,  though 
in  the  absence  of  a  more  accurate  definition  I  presume  that 
the  expression  may  be  regarded  as  a  slip  of  the  pen. 

I  am  glad  to  be  able  to  give  my  consent  to  his  main 
proposition  that  "  dysmenorrhcea  is  caused  "  (I  may  add  in 
a  large  number  of  cases)  by  a  malformation  of  the  uterus, 
"to  which  must  be  added  the  thickening  of  the  mucous 
membrane  along  with  the  congestion,  which  is  natural  when 
moderate  in  amount,  at  the  time  of  the  menstrual  flow." 
The  proposition  may  not  be  happily  expressed,  but  it  evi- 
dently conveys  the  idea  that  he  is  dealing  with  that  form  of 
dysmenorrhcea  which  is  associated  with  anteflexion  of  the 
uterus. 

1  recognise  three  typical  forms  of  anteflexion,  as 
follows : — 

(i)  That  in  which  the  flexion  occurs  at  the  junction  of 
the  body  and  cervix,  in  which  the  body  and  cervix  are  both 
directed  forwards,  the  former  lying  upon  the  bladder,  and 
the  latter  in  the  axis  of  the  vagina. 
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(2)  That  in  which  the  body  of  the  uterus  may  be  in 
fairly  normal  position,  but  the  cervix  is  bent  forwards,  the 
flexion  occuring  in  the  cervical  portion. 

(3)  That  in  which  the  anteflexed  uterus — ^the  bend  being 
at  the  internal  os — ^lies  on  its  back  in  the  bottom  of  Douglas's 
pouch. 

I  quite  agree  with  Mr.  Keith  in  the  view  that  in  a  case  of 
dysmenorrhoea  with  anteflexion,  the  bend  per  se  is  not  alone 
the  cause  of  pain.  It  is  only  when  congestion,  with  its 
resultant  thickening  of  the  mucous  membrane  from  simple 
turgescence,  or  that  change  which  goes  by  the  name  of 
hyperplasia,  supervenes,  and  we  are  face  to  face  with  a 
potential  or  actual  organic  stricture,  that  pain  becomes  a 
prominent  symptom.  This  can  be  proved  by  a  single  illus- 
tration drawn  from  many  in  my  experience. 

In  July,  1894,  I  was  consulted  by  a  lady,  aged  28,  on 
account  of  severe  djrsmenorrhoea.  She  had  been  married 
five  years  without  issue,  and  gave  the  following  history  : — 
Menstruation  began  at  the  age  of  13,  and  was  at  first,  and 
for  several  years,  quite  painless.  (I  call  your  special  atten- 
tion to  this  fact.)  It  was  not,  indeed,  till  she  had  reached 
the  age  of  20,  that  she  had  reason  to  complain  of  any  pain. 
At  the  time  of  her  visit  the  periods  recurred  with  great 
regularity,  the  flow  lasted  from  five  to  six  days,  and  was 
rather  clotted  and  dark  coloured.  As  a  rule  she  had 
"  tremendous  "  pain  (the  patient's  own  adjective).  The 
pain  used  to  come  on  six  hours  before  the  flow,  but  now 
only  about  one  hour,  it  is  very  severe,  almost  constant  for 
five  or  six  hours,  lasts  in  a  lesser  degree  for  the  first  day, 
and  is  much  relieved  on  the  second  day.  It  has  been  much 
more  severe  since  her  marriage.  There  is  a  little  leucorrhoea. 
On  examination  I  found  a  very  acute  anteflexion,  and  com- 
pletely failed  to  pass  the  sound.  In  September  she  came  to 
town  for  treatment,  which  was  begun  on  the  23rd.  I  quite 
failed  again  to  pass  a  sound,  and  had  very  great  difficulty 
in  getting  a  fine  surgical  probe  through  the  internal  os. 
Using  this  as  a  guide  I  passed  Nos.  2,  4,  6,  and  8  bougies, 
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then  dispensing  with  the  probe  I  went  on  with  the  dilatation 
up  to  No.  12.    This  caused  some  vomiting,  and  the  instru- 
ment could  only  be  retained  for  a  few  minutes.   The  dilatation 
was  repeated  five  times  at  two  days'  interval  up  to  No.  i6, 
and  on  the  last  occasion  there  was  no  feeling  of  nausea, 
while  the  instrument  was  retained    for  two  hours.     On 
October  lo,  the  period  came  on  at  its  proper  time,  in  such 
a  manner  that  she  was  not  aware  of  it  until  she  became 
conscious  of  the  discharge.    Soon  afterwards  she  returned 
home,  and  menstruated  again,  two  days  later,  the  flow,  as 
on  the  last  occasion,  being  of  a  healthy  character — ^very 
different  from  what  it  had  previously  been — ^and  the  pain  so 
slight  that  to  use  her  own  words,  "  If  I  had  never  been  to 
you  I  should  have  called  it  very  little  aod  probably  not 
mentioned  it."    She  was  dciiTered  of  her  first  child   on 
October  13,  1895,  and  has  since  had  her  second.    She  no 
longer  suffers  from  dysmenorrhoea. 

Now,  it  is  important  to  observe  that  there  still  remained 
some  flexion  in  this  case,  but  the  canal  was  patulous,  and 
there  was  no  longer  any  constriction  or  obstruction  to  the 
escape  of  the  menstrual  flow. 

Yet  it  cannot  be  doubted  that  the  flexion  played  an 
important  part  as  leading  to  the  production  of  congestion, 
which,  in  its  turn,  brought  about  hyperplasia  with  organic 
stricture  of  the  internal  os.  Hence  it  would  seem  to  follow, 
as  it  does  in  actual  practice,  that  antispasmodics  '^  can  only 
be,"  as  Mr.  Keith  says,  "at  the  best,  palliative,"  giving  only 
temporary  relief,  and  that  we  must  have  recourse  to  a 
method  of  treatment  that  will  counteract  both  the  bend  and 
the  congestion. 

The  history  of  the  case  I  have  just  narrated  gives  us  an 
insight  into  the  natural  history  of  the  form  of  dysmenorrhoea 
under  discussion,  and  justifies  me  in  differing  from  Mr. 
Keith's  view.  He  says  the  patient  will  tell  you  that  "she 
has  suffered  from  pain  since  she  first  began  to  menstruate." 
On  the  contrary,  my  experience  tells  me,  as  in  the  typical 
case  I  have  just  given  you,  that  even  in  an  extreme  case 
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there  is  no  pain  at  the  beginning  of  menstruation,  beyond 
the  back-ache  which  is  so  common  in  the  majority  of 
apparently  healthy  women,  and  it  is  not  until  one  or  more 
years — ^five  years  in  this  case — ^have  elapsed  that  the  special 
pain  begins,  at  first  in  a  minor  degree,  but  gradually  in- 
creasing up  to  the  age  of  maturity.  The  exception  to  this 
will  be  found  in  the  case  in  which  the  patient  happens  to 
be  the  subject  of  catarrh  when  the  menses  first  make  their 
appearance. 

My  explanation  of  the  course  of  events  is  as  follows  : — 
From  the  very  beginning — assuming  that  there  is  no  catarrh, 
and  consequently  no  congestion — the  flexion  causes  some 
retardation  of  the  flow  with  no  more  pain  than  the  ordinary 
back-ache,  or  a  sense  of  weight  in  the  pelvis,  the  frequent 
repetition  leads  by  degrees  to  stasis  of  biood  in  the  organ — 
in  other  words,  to  congestion — and  pain  of  a  special  cha- 
racter gradually  comes  on,  yet  varying  from  time  to  time, 
probably  according  to  variations  in  the  degree  of  congestion. 

That  there  is  a  retardation  of  the  menstrual  flow  is 
clearly  shown  both  by  the  character  of  the  discharged  blood 
—as  in  all  cases  of  obstructive  dysmenorrhcea  from  stricture, 
organic  or  otherwise — and  by  the  fact  that  in  every  well 
marked  case  of  the  kind  under  discussion  the  cavity  of  the 
uterus  is  more  or  less  enlarged — \  an  inch  or  more.  The 
presence  of  leucorrhoea  is  the  outward  sign  of  congestion, 
and  the  menorrhagia  often  assumes  the  form  of  protracted 
menstruation  rather  than  actual  excess,  the  discharge  being 
usually  dark  coloured,  often  treacly  and  changing  to  a  dirty 
brown  colour.  Of  course,  in  many  cases  there  is  a  true 
menorrhagia  due  to  the  congestion  probably,  but  clots  do 
not  appear  as  a  rule  until  the  second  or  third  day,  when 
the  canal  has  become  somewhat  patulous. 

I  agree  with  the  author  of  the  paper  that  the  position  of 
the  bend  varies,  but  am  at  a  loss  to  understand  what  he 
means  by  the  bend  being  "situated  in  the  body  of  the 
uterus."  According  to  my  experience,  it  is  situated  either 
in  the  cervix  proper  or  at  the  junction  of  the  body  and 
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cervix — in  other  words,  the  site  of  the  internal  os.  Again, 
according  to  my  experience,  flexion  of  the  cervix  proper 
causes  only  a  minor  degree  of  dysmenorrhoea,  and  it  is  only 
in  cases  of  flexion  at  the  site  of  the  internal  os  that  we  meet 
with  the  more  severe  forms.  In  these  cases  the  symptoms 
forcibly  remind  one  of  the  first  stage  of  labour  which  is 
so  often  accompanied  by  vomiting.  In  a  severe  case  of 
dysmenorrhoea  associated  with  ante-flexion  nausea  or  actual 
vomiting  is  a  frequent  symptom,  and  persists  until  the 
obstruction  is  overcome,  and  the  flow  is  well  established. 
In  addition  to  the  evidence  furnished  by  the  first  stage  of 
labour  it  can  be  proved  experimentally  that  the  condition 
of  the  internal  os  is  the  cause  of  the  pain  and  its  accom- 
panying sickness.  You  have  only  to  introduce  a  tight- 
fitting  bougie  through  the  internal  os,  when  the  patient  will 
at  once  experience  a  feeling  of  nausea  and  perhaps  actually 
vomit.  I  have  had  the  latter  actually  happen  in  my  con- 
sulting room — once  in  the  case  of  the  wife  of  a  medical 
man.  This  patient  has  been  absolutely  relieved  from  her 
dysmenorrhoea,  and  the  last  time  I  used  a  No.  12  bougie 
it  caused  her  no  more  inconvenience  than  does  the  sound 
in  a  perfectly  healthy  uterus. 

I  have  specially  selected  this  case  for  the  reason  that 
since  my  paper  was  begun  I  have  been  able  to  obtain  ocular 
proof  that  there  was  no  disease  of  the  appendages,  for  1 
have  had  quite  recently  to  subject  her  to  myomectomy.  A 
pedunculated  fibroid  caused  her  no  dysmenorrhoea. 

A  more  remarkable  case  is  that  of  a  lady,  married  seven 
years  but  sterile,  who  came  imder  my  care  in  1892.  The 
uterus  was  very  sharply  anteflexed,  causing  unusual  diffi- 
culty in  passing  any  instrument  through  the  internal  os^ 
and  the  cavity  was  much  enlarged — to  3^  inches.  The  first 
use  of  the  bougies — up  to  No.  8 — caused  distressing  nausea, 
with  slight  vomiting.  The  next  time — in  a  private  Home — 
I  succeeded  in  passing  a  larger  instrument,  and  the  result 
was  an  attack  of  vomiting,  which  lasted  for  over  twelve 
hours.    When    I   called  again  the  following  morning  the 
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patient  had  already  fled.  However,  a  considerable  improve- 
ment at  her  next  period  induced  her  to  return,  and  I  used 
the  bougies  very  cautiously  until  a  No,  12  could  be  passed 
and  retained  without  discomfort.  She  was  delivered  of  her 
first  child  on  May  25,  1896,  and  when  last  seen  was  in 
perfect  health.  This  patient  had  undergone  the  electrical 
treatment. 

If  you  require  any  further  evidence  on  this  point  you 
will  obtain  it  by  using  a  sea-tangle  tent.  Should  the  case 
be  one  of  long  standing,  you  will  often  find  that  at  the  end 
of  twenty-four  hours  you  cannot  remove  the  tent  without 
using  undue  force.  After  twenty-four  hours  more  the  tent 
will  have  overcome  the  resistance,  and  the  evidence  will  be 
complete  that  the  site  of  the  constriction  was  the  internal 
OS,  as  in  the  tents  which  I  now  show  you.  Now,  it  is  a 
remarkable  fact  that  the  most  extreme  constriction  of  the 
external  os  does  not  cause  dysmenorrhoea  at  all  approaching 
in  severity  to  that  produced  by  constriction  of  the  internal 
OS.    As  an  example,  I  quote  the  following  case : — 

In  October,  1892,  I  was  consulted  by  a  married  lady, 
the  mother  of  four  children,  of  whom  the  youngest  was  9 
years  old.  I  need  not  give  the  details  of  her  history,  and 
it  will  be  sufficient  to  say,  that  "  having  suffered  much  of 
many  physicians,"  she  consulted  me  on  account  of  what 
she  called  being  "too  much  unwell."  The  condition  was 
one  of  protracted  rather  than  excessive  menstruation,  which 
had  come  on  gradually  during  the  last  three  or  four  years, 
accompanied  by  dysmenorrhoea,  to  which,  however,  she 
attached  less  importance  than  to  the  actual  flow.  The 
periods  lasted  from  eight  to  ten  days.  The  pain  came  on 
a  few  days  before  the  flow,  and,  accompanied  with  general 
malaise,  was  referred  to  the  hips  and  legs,  became  more 
severe  during  the  first  two  or  three  days,  and  continued  to 
the  end  of  the  period.  Moreover,  she  was  never  quite  free 
from  pain.  There  was  a  considerable  amount  of  leucorrhoea 
during  the  interval.  On  examination  I  found  a  thin  muco- 
purulent discharge  with  irritation  of  the  vaginal  mucous 
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membrane  generally,  and  an  increase  on  the  cervix,  which 
was  much  enlarged.  With  the  finger  I  could  not  find  the 
OS,  and  on  looking  through  the  speculum,  I  saw  a  transverse 
cicatricial  line,  a  good  ^  inch  in  length,  with  a  small  orifice 
at  one  end.  Into  this  a  fine  surgical  probe  would  not  pass 
beyond  the  bulb.  The  patient  refusing  her  assent  to  the 
suggested  removal  of  her  appendages,  of  which  I  did  not 
approve,  submitted  to  the  following  course  of  treatment. 
In  the  line  of  the  cicatrix  I  succeeded  in  "hitting"  upon 
the  cervical  canal  by  means  of  a  bistoury,  at  a  depth  of 
about  a  ^  of  an  inch  and  then  dilated  the  whole  canal. 
After  this  there  was  merely  a  question  of  keeping  the  canal 
open.  This  was  done  by  means  of  iodoform  gauze  packing 
and  repeated  dilatation  at  varying  intervals  until  a  permanent 
result  was  obtained.  There  was  no  dysmenorrhoea  after 
the  opening  of  the  canal  and  the  periods  assumed  a  normal 
character.  One  cannot  fail  to  note  the  difference  in  the 
character  and  duration  of  the  pain  as  compared  with  that 
which  characterises  the  cases  under  discussion. 

On  four  occasions  Mr.  Keith  makes  use  of  the  term 
dysmenorrhoea  qualified  by  the  adjective  "uterine."  I 
should  like  to  know  what  precise  meaning  he  attaches  to 
this  qualification. 

Does  he  mean  that  there  is  a  form  of  dysmenorrhoea 
other  than  uterine  ?  Does  he  accept  the  doctrine  of  ovarian 
dysmenorrhoea,  for  instance,  to  say  nothing  of  the  various 
forms  enumerated  by  one  of  the  speakers  who  has  taken 
part  in  this  discussion  ?  If  so,  I  join  issue  with  him  on  a 
very  important  point,  and  boldly  afiirm  that  there  is  no  such 
thing  as  ovarian  dysmenorrhoea.  It  is  true  that  patients 
often  refer  much  of  their  pain  to  the  region  of  one  or  both 
ovaries.  But  if  care  be  taken  to  analyse  these  cases  it  will 
be  found  that  the  seat  of  the  trouble  is  the  uterus,  the  pain 
being  referred  to  the  ovary,  as  in  hip  joint  disease  the  pain 
may  be  referred  to  the  knee.  When  we  bear  in  mind  the 
intimate  relation  subsisting  between  the  uterus  and  its 
appendages  both  as  regards    their  nervous  and  vascular 
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supply  we  need  not  wonder  at  this.  That  the  appendages 
should  partake  of  the  vascular  disturbance  affecting  the 
uterus  is  only  too  natural,  and  the  nerve  tension  (which  is 
the  true  and  only  cause  of  the  pain)  must  be  common  to 
both.  It  is  well  known  that  the  ovary,  when  free  from  any 
recognisable  disease,  like  the  testicle  in  man,  is  very  sensi- 
tive to  pressure.  That  it  should  be  more  so  when  there  is 
general  congestion  of  the  sexual  organs  does  not  justify  us 
in  ascribing  the  dysmenorrhoea  to  that  organ.  At  the 
present  time  I  have  under  my  care  a  case  illustrating  this 
point  in  the  person  of  an  unmarried  lady,  aged  21,  who 
began  to  menstruate  at  16  absolutely  without  pain,  but  who, 
since  the  age  of  18,  has  been  the  subject  of  gradually  in- 
creasing dysmenorrhoea  associated  with  anteflexion  and 
congestion.  A  careful  bimanual  examination  showed  that 
the  uterus  itself  was  the  more  tender  of  the  two,  and  when 
the  sound  was  passed  through  the  internal  os  the  patient 
in  her  agony  cried  out  "  that  is  just  the  pain  I  have  when 
1  am  unwell."  Yet  all  these  three  years  the  pain  had  been 
referred  to  the  left  ovary  (the  right  has  also  been  implicated 
in  the  last  three  or  four  periods),  and  the  patient  was  brought 
to  me  because  she  was  thought  to  be  the  subject  of  ovarian 
disease.  The  left  ovary  could  be  distinctly  defined,  and 
was  more  sensitive  than  a  healthy  organ  should  be,  but  was 
not  enlarged.  The  right  ovary  was  not  so  easily  defined. 
I  trusl  the  day  is  not  far  distant  when  by  a  more  careful 
discrimination  ovarian  dysmenorrhoea  will  be  relegated  to 
the  limbo  of  exploded  theories  and  disappear  from  the 
current  medical  literature  like  perimetritis,  parametritis, 
pelvic  cellulitis,  and  the  various  forms  of  extra-uterine  gesta- 
tion due  to  the  effects  of  a  too  vivid  imagination,  and  a 
more  rational  pathology  bear  sway. 

With  the  statement,  then,  in  the  form  of  a  summary  of 
the  preceding,  that  anteflexion  is  essentially  the  result  of  an 
error  in  the  development  of  the  uterus ;  that  the  bend  per 
se  is  not  sufficient  to  produce  dysmenorrhoea,  but  that  it 
gradually  and  surely  leads  on  to  congestion,  and  is  therefore 
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a  determining  cause  ;  that  the  congestion  produces  a  poten* 
tial  stricture  from  within  by  turgescence  of  the  mucous 
membrane,  and  an  organic  stricture  from  without  by  indura- 
tion of  the  tissue  proper,  of  the  uterus ;  that  this  potential 
or  organic  stricture  occurs  at  the  site  of  the  internal  os  in 
the  more  severe  cases,  and  that  when  the  flexion  aflFects  the 
cervical  portion  only  the  pain  is  much  less  severe,  I  close 
this  part  of  my  subject  and  pass  on  to  the  question  of  treat- 
ment. 

Just  as  I  recognise  three  typical  forms  of  anteflexion,  so 
it  happens  that  I  recognise  only  three  rational  methods  of 
treatment  which  experience  has  taught  us  to  adopt.  These 
three  methods  are  as  follows  : — 

(i)  Division  of  the  cervix. 

(2)  The  stem  pessary. 

(3)  Dilatation. 

I. — Division  of  the  Cervix. 

There  is  no  room  for  doubt  that  the  late  Sir  James 
Simpson  added  much  to  his  reputation  by  the  successful 
results  he  obtained  in  the  treatment  of  cases  of  sterility  by 
the  operation  of  bilateral  division  of  the  cervix.  His  teach- 
ing was  readily  accepted,  but,  as  so  often  happens  in  the 
case  of  new  methods  of  treatment,  of  which  we  have  had 
numerous  examples  since  his  time,  it  was  not  long  ere  the 
operation  was  "done  to  death."  Not  content  wifh  his 
simple  and  efficient  hysterotome,  misdirected  ingenuity  soon 
invented  the  double  hysterotome,  which  was  designed  to 
do  away  with  the  exercise  of  the  intelligence  and  skill  of 
the  operator,  and  men  with  a  mechanical  turn  of  mind  vied 
with  one  another  in  introducing  modifications  which  might 
constitute  a  claim  to  the  distinction  of  having  invented  an 
instrument  to  which  their  name  could  be  attached.  Simp- 
son's practice  of  regarding  the  operation  as  a  serious  matter 
was  not  followed,  and  soon  rumours  of  disaster  got  abroad. 
I  well  remember,  when  a  student  and  in  charge  of  the 
gynaecological  ward  in  the  Royal  Infirmary  of  Edinburgh, 
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hearing  it  said  that  some  operators  were  in  the  habit  of 
performing  this  operation  in  their  consulting  rooms.  The 
inevitable  result  was  that  the  operation  fell  into  discredit. 
For  my  part,  acting  on  the  teaching  of  my  great  master,  I 
always  regarded  the  operation  as  a  serious  one.  I  have 
performed  it  in  a  relatively  small  number  of  cases,  and,  I 
am  happy  to  say,  without  disaster;  but  I  have  seen  one 
fatal  case  in  the  hands  of  a  skilful,  but  too  dashing,  operator 
who  cut  through  the  uterine  substance  on  one  side  into 
Douglas'  pouch.  But  the  point  which  I  wish  to  emphasise 
most  is  this,  that  the  operation  involved  the  dominant  idea 
that  there  was  a  stricture  to  be  overcome,  and  that  this 
stricture  affected  the  internal  os.  Yet  there  were  some — 
and  they  appear  to  have  their  followers  in  the  present  day — 
who  did  not  accept  this  view,  but  who  believed  that  the 
difficulty  was  at  the  external  os,  and  who  therefore  thought 
that  this  alone  required  division.  I  have  seen  several  cases 
of  the  failure  of  the  latter  operation  to  relieve  dysmenor- 
rhcea,  and  in  which  subsequent  dilatation  of  the  internal  os 
effected  a  cure.  No  wonder  that  it  became  a  source  of  the 
witty  reproach,  that  some  men  divided  the  external  os  for 
others  to  sew  it  up.  The  uterine  canal  and  male  urethra 
have  been  a  common  battle-ground  for  the  advocates  of  the 
knife  and  dilator  respectively.  For  my  part,  I  may  say  I 
have  almost  given  up  the  knife — the  scissors  I  never  used — 
though  I  am  free  to  confess  that  there  was  a  time  when  I 
was  much  more  enamoured  of  the  knife  than  I  am  now ; 
and  it  is  to  this  goal  that  experience  has  led  me,  gradually, 
but  surely. 

It  is  now  close  upon  twenty  years  since  I  took  part  in 
an  important  discussion  on  this  subject  at  the  Obstetrical 
Society  of  London  (Trans.,  vol.  xv.).  Experience  has 
only  confirmed  me  in  the  views  I  then  held,  with  the 
exception  of  this  operation.  I  then  said,  in  reference  to 
Marion  Sims'  operation  of  posterior  division  of  the  external 
OS,  that  "all  the  arguments  which  had  been  so  forcibly 
used,  and  in  language  simple  yet  eloquent,  by  that  dis- 
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tinguished  master  of  his  art,  had  failed  to  carry  conviction 
to  my  mind  that  an  operation  which  results  in  a  lop  sided 
condition  can  be  preferred  to  one  which  aims  at  maintaining 
the  symmetry  and  integrity  of  the  organ."    Nor  do  I  see 
any  reason  to  change  the  views  I  then  expressed  in  favour 
of  the  modification  introduced  by  my  friend,   Dr.  E.  C. 
Dudley,  the  principle  being  the  same.    (I   may  here  say 
that  any  method  of  treatment  advocated  by  Dr.   Dudley 
claims  and  secures  my  respect.)     But  if  the  views  I  hold, 
and  have  endeavoured  to  express,  be  correct,  then  it  follows 
that  no  operation  upon  the  external  os  can  avail  anything 
when  the  condition  to  be  remedied  has  its  site  at  the 
internal  os.    A  considerable  element  of  doubt  thrusts  itself 
upon  my  mind  when    I    hear    of    men    performing   this 
operation  by  the  score  in  the  course  of  a  year  or  two, 
and  I  am  forced  to  ask  myself  the  question,  "  Have  we  the 
same  state  of  things  in  view  ? "     It  can  hardly  be  so.    I 
have  been  engaged  in  gynaecological  work  for  over  thirty 
years,  during  which  I  have  had  a  fair  amount  of  experience, 
and  I  am  bound  to  say  that  were  I  as  much  in  favour  of 
this  operation  as  some  seem  to  be,  it  would  take  me  con- 
siderably over  two  years  to  collect  a  list  of  twenty  cases 
requiring  it.     I  cannot  but  think  that  the  cacoethes  operandi 
has  much  to  do  with  the  large  number  of  cases  of  which 
we  hear,  as  it  has  in  the  case  of  some  other  morbid  or 
abnormal  conditions  with  which  we  have  to  deal,  and  of 
which  current  medical  literature  furnishes  us  with   many 
examples.     Moreover,  personal  observation,  and  veracious 
report,  tell  me  that  this  operation  is  not  so  successful  as 
some  would  have  us  believe. 

2. — The  Stem  Pessary. 

Mr.  Skene  Keith  devotes  to  this  method  one  short 
paragraph  of  two  sentences.  In  the  first  he  says,  "the  stem 
pessary  has  had  its  day,"  and  in  the  second  "  it  is  unscien- 
tific, and,  what  is  much  worse,  it  can  only  relieve,  seldom 
cures,  and  may  do  harm." 
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The  first  remark  I  have  to  make  is  that  I  am  driven  to 
the  conclusion  that  Mr.  Keith  can  have  had  little,  if  any, 
experience  of  this  instrument.  Many  men  have  borne 
testimony  to  the  good  results  they  have  obtained  from  this 
method  of  treatment,  and  these  recorded  results  are  utterly 
at  variance  with  the  sweeping  denunciation  contained  in 
Mr.  Keith's  short  paragraph.  Listen  to  the  late  Dr.  Wm. 
Goodell.  With  an  "  unhappy  experience  fresh  on  my  mind, 
I  was  led  to  condemn  the  use  of  the  intra-uterine  stem. 
But,  since  then,  a  riper  experience  has  taught  me  a  good 
deal  about  the  pessary,  and  has  wholly  changed  my  views 
with  regard  to  its  use.  I  now  hold  that  there  are  certain 
stubborn  cases  of  anteflexion,  and,  for  the  matter  of  that, 
of  retroflexion  too,  which  can  be  satisfactorily  treated  in 
no  other  way  than  by  this  stem"  (Lessons  in  Gynaecology 
[1897],  P-  179)'  ^  2im  not  ashamed  to  confess  that  I  still 
believe  in  the  value  of  the  stem  pessary — of  which  I  may 
here  state  for  the  sake  of  brevity  that  the  only  form  I  now 
employ  is  Meadows'  compound  stem — for  it  has  served 
me  well.  It  must,  however,  be  obvious  that  its  range  of 
application  is  limited,  that  married  life  is  a  bar  to  its 
employment,  and  that  it  can  only  be  used  in  the  unmarried 
or  widowed  subject.  In  several  instances  of  patients  con- 
templating marriage  I  have  advised  the  postponement  of 
that  proceeding,  have  caused  the  patient  to  wear  a  stem 
pessary  for  from  nine  to  twelve  months,  and  removed  the 
instrument  a  week  or  two  before  the  interesting  event.  In 
every  case  the  dysmenorrhcea  has  been  relieved,  and  the 
patients  have  subsequently  become  pregnant.  Need  I 
adduce  the  fact  that  is  well  known  to  gynaecologists  that 
the  presence  of  a  foreign  body  in  the  cervical  canal  causes 
dilatation  of  that  canal  to  an  extent  much  beyond  the  size 
of  the  body  that  occupies  it  ?  Were  it  not  so,  the  dys- 
menorrhcea would  be  aggravated  rather  than  relieved  by 
the  treatment. 

For  the  third  form  of  anteflexion,  viz.,  that  associated 
with  retroversion  of  the  organ,  I  know  of  no  other  treat- 
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ment  that  can  be  of  any  avail  than  that  by  the  compound 
stem. 

I  hope  there  is  no  one,  who  has  had  any  appreciable 
amount  of  experience,  who  now  believes  that  a  vaginal 
pessary  can  beneficially  affect  an  anteflexion  of  the  uterus. 

It  is  scarcely  within  the  strict  province  of  our  subject, 
but  as  a  confirmation  of  Dr.  Goodell's  statement,  I  may  be 
permitted  to  refer  to  a  case  which  has  some  bearing  on  the 
question  of  the  use  and  usefulness  of  the  stem  pessary.  The 
case  is  that  of  a  single  lady  engaged  to  be  married,  who 
came  to  me  from  an  island  in  the  Mediterranean,  and  was 
the  subject  of  a  well-marked  retroversion,  which  no  vaginal 
pessary  could  relieve  on  account  of  the  flabby  condition 
of  the  uterus,  and  who  had  been  advised  to  undergo  the 
operation  of  hysteropexy. 

After  proving  to  my  own  satisfaction  that  no  vaginal 
pessary  that  I  could  devise  could  support  the  uterus  per- 
manently, I  adapted  a  Meadows'  stem.  She  returned  to 
her  island  home  for  a  year,  which  she  passed  in  comfort, 
and  came  back  to  report  herself  and  to  have  the  instrument 
attended  to.  I  removed  the  instrument  and  advised  her  to 
return  and  get  married.  This  was  done  within  three  weeks, 
and  in  due  course  she  presented  her  husband  with  twins, 
I  saw  her  in  the  course  of  last  summer  in  perfect  health  and 
proud  of  her  twin  boys.  The  uterus  was  again  retroverted 
but  it  had  regained  its  tone,  and  a  vaginal  pessary  kept  it 
in  its  proper  position. 

But  Mr.  Keith,  not  content  with  saying  that  the  stem 
pessary  "  can  only  relieve,  seldom  cures,  and  may  do  harm  " 
also  characterises  its  use  as  unscientific.  Now  I  should  like 
to  know  where  the  science  comes  in — to  use  a  familiar,  if 
slang,  expression — in  the  practice  of  gynaecology  or  any 
department  of  what  is  properly  called  the  healing  art.  This 
is  not  the  time  to  enter  upon  a  discussion  of  this  subject. 
That  we  call  in  the  aid  of  science  properly  so  called  is  true, 
but  that  does  not  convert  our  art  into  a  science,  and  I  can 
now  only  deprecate  the  use  either  of  the  substantive  or  the  * 
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adjective  in  matters  pertaining  to  the  practice  of  medicine 
or  surgery. 

3.  Dilatation  of  which  there  are  two  methods :  (a)  the 
gradual,  and  (6)  the  rapid. 

(a)  Gradual  Dilatation. 

I  have  the  impression  that  we  are  again  indebted  to 
Simpson  for  the  method  of  treatment  by  graduated  bougies, 
and  this  is  the  method  which  experience  has  more  and 
more  tended  to  force  upon  my  attention.  It  is  simple, 
and  is  attended  with  so  little  danger  that  it  does  not 
necessarily  requii'e  that  the  patient  should  lie  up,  and  may 
therefore  be  done  in  one's  consulting  room — a  great  con- 
sideration in  many  cases.  In  the  case  of  a  consulting  room 
patient,  when  I  am  able  to  pass  the  sound,  I  begin  with  a 
No.  4  or  6  bougie  and  go  on  to  10,  12,  or  14,  as  the  case 
will  allow  and  the  patient  can  bear.  The  process  is 
repeated  as  often  as  possible  at  intervals  of  three  or  four 
days  before  the  next  period  comes  on,  and  if  begun  within 
a  few  days  of  the  last  period,  temporary  relief  may  be 
afiForded  in  one  inter-menstrual  interval.  Should  the  case 
be  seen  just  before  a  period  the  effect  upon  the  next  will 
usually  show  that  one  is  on  the  right  track  and  will  give 
confidence  to  the  patient.  Assuming  that  complete  relief 
has  been  given,  one  must  not  run  away  with  the  idea  that 
the  case  is  done  with.  In  a  considerable  proportion  of 
cases — ^and  the  more  severe  the  case  is  the  more  likely  it 
is  to  happen — it  will  be  necessary,  or  at  least  advisable,  to 
repeat  the  dilatation  (at  one  sitting  only)  after  the  lapse  of 
several  months.  By  watching  the  case  in  this  way  a  per- 
manent cure  can  be  affected.  If,  however,  the  patient, 
being  a  married  woman,  in  the  meantime  become  pregnant, 
one  is  spared  further  trouble.  When  congestion  is  well 
marked  there  will  often  be  free  bleeding,  but  this  as  a  rule 
helps  to  diminish  the  congestion  with  the  aid  of  other 
means  to  that  end.  To  secure  a  good  result  the  dilatation 
should  be  repeated  until  blood  is  no  longer  drawn. 
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In  the  case  of  patients  from  a  distance,  and  in  the  more 
severe  cases  when  practicable,  especially  when  congestion  is 
a  prominent  feature,  I  confine  the  patient  to  bed,  pass  the 
bougies  every  second  or  third  day,  and  leave  the  instrument 
in  as  long  as  the  patient  can  bear  it  At  the  beginning  of 
the  treatment  it  frequently  happens  that  the  instrument  can 
only  be  retained  for  a  few  minutes,  and  will  even  at  once 
cause  vomiting,  as  in  the  cases  quoted,  but  as  the  dilatation 
proceeds  and  the  congestion  diminishes,  the  pain  becomes 
less  and  less,  so  that  at  last  the  instrument  can  be  retained 
without  discomfort  for  several  hours.  In  a  more  recent  case 
than  those  already  related  the  pain  was  so  great  that  the 
bougie  could  not  be  retained  for  five  minutes.  Yet  within 
three  weeks  a  No.  14  caused  no  pain,  and  could  be  retained 
for  several  hours.  This  was  a  case  in  which  division  of  the 
external  os  had  failed  to  give  any  relief.  Within  three 
months  after  the  treatment  this  patient  became  pregnant, 
and  was  recently  delivered  at  full  time. 

It  is  worthy  of  remark  that  it  sometimes  happens  that 
after  one  or  even  several  dilatations  the  first  bougie  causes 
more  pain  than  the  subsequent  ones.  This  arises  from  the 
fact  that  the  point  of  the  instrument  in  passing  through  the 
internal  os  and  undoing  the  flexion,  impinges  more  directly 
upon  the  uterine  tissue,  for  the  same  thing  happens  when 
the  point  is  pressed  against  the  fundus. 

(6)  Rapid  Dilatation. 

The  use  of  the  tangle  tent  may  be  regarded  as  a  mild 
form  of  rapid  dilatation,  or  at  least  as  occupying  an  inter- 
mediate position,  and  in  the  earlier  years  of  my  practice 
I  often  had  recourse  to  it;  but  I  found  that  its  effect 
was  too  evanescent,  and  I  had  to  resort  to  the  bougies 
afterwards.  Although  I  frequently  use  the  tangle  tent  in 
minor  gynaecological  work,  as,  for  example,  in  cases  requir- 
ing dilatation  previous  to  curetting  or  drainage  of  the  uterine 
cavity — and  find  it  a  most  valuable  agent  and  free  from  the 
risks  with  which  some  associate  its  use — I  have  ceased  to 
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employ  it  in  the  cases  under  consideration,  except  in  rare 
cases  in  which  there  is  much  induration,  and  the  stricture  is 
very  resistant,  and  then  only  as  a  preliminary  measure. 
Rapid  dilatation  is,  I  believe,  for  the  most  part,  effected  by 
means  of  an  instrument  worked  by  screw-power,  of  which 
there  are  numerous  forms  displaying  the  ingenuity  of  the 
inventors,  I  have  had  but  very  little  experience  of  this 
method,  and  that  not  of  a  favourable  kind.  I  have  always 
thought  that  the  proceeding  involved  too  much  bruising  or 
tearing  of  the  tissues,  ^nd  I  have  seen  one  case,  in  the  hands 
of  a  skilful  and  careful  operator,  in  which  the  operation 
was  followed  in  a  few  hours  by  a  temperature  of  over  103°  F. 
Moreover,  the  effect  is  much  the  same  as  that  of  the  tangle 
tent,  ix.j  it  is  too  evanescent.  It  is  the  same  with  the 
stricture  of  the  male  urethra.  1  presume  no  surgeon  would 
think  of  resting  satisfied  with  forcibly  rupturing  or  dividing 
a  stricture  of  the  male  urethra  and  then  leaving  the  case  to 
Nature.  I  am  satisfied  of  this — that  the  best  results  are 
obtained  by  a  method  which  involves  the  least  immediate 
injury  to  the  tissues,  which  aims  at  promoting  the  disappear- 
ance of  exudation  or  hyperplasia — as  the  process  which 
leads  to  induration  is  variously  called — at  removing  organic 
stricture,  and  restoring  the  uterus  to  a  healthy  condition. 

Apostoli's  method  has  merited,  or  at  least  received,  but 
scant  notice  at  the  hands  of  Mr.  Skene  Keith.  I  content 
myself  with  saying  that  the  evidence  put  forward  on  its 
behalf  has  not  been  sufficient  to  induce  me  to  employ  it, 
that  the  estimate  I  formed  of  its  value  ten  years  ago  was 
singularly  prophetic,  that  one  seldom  hears  of  it  now,  and 
that  two  out  of  the  three  very  bad  cases  of  constriction  of 
the  whole  cervical  canal  I  have  seen  were  caused  by  this 
treatment.      This  is  not  an  encouraging  state  of  things. 

Dr.  Arthur  Giles,  commenting  on  Dr.  Bantock's  state- 
ment that  in  cases  of  anteflexion  dysmenorrhoea  only  came 
on  after  the  lapse  of  some  years  from  the  onset  of  men- 
struation, said  that  his  experience  led  him  to  a  different 
conclusion.     He  had  seen  many  cases  in  which  anteflexion 


2i6  The  British  Gyruecological  Society 

was  present,  and  in  which  dysmenorrhoea  had  existed  from 
the  very  first ;  whilst  in  other  cases  it  was,  as  Dr.  Bantock 
said,  of  later  occurrence.  '  The  explanation  of  this  was  that 
there  were  two  classes  of  cases  of  dysmenorrhoea  associated 
with  anteflexion  :    those  in  which  the  pain  was  due  to 
neurosis,  and  those  in  which  it  was  of  congestive  origin. 
This  distinction  had  an  important  practical  corollary,  which 
was  that  in  the  first  variety  local  treatment  would  almost 
certainly  fail  to  relieve  the  symptoms.    He  ventured  to  take 
exception  to  the  term  "  obstructive  dysmenorrhoea  "  as  used 
in  the  paper ;  for  in  these  cases  the  flow  was  almost  always 
moderate,  even  scanty,  and  the  blood  poured  out  could  find 
its  way  through  even  a  small  internal  os ;  moreover,  "  ob- 
struction "  would  necessarily  cause  accumulation  of  blood 
behind  the  seat  of   obstruction ;   and  this  never  occurred. 
He  believed  the  pain   to   be   due  partly  to   painful   con- 
tractions, and  partly  to  the  compression  of  the  swollen 
and  hypersensitive  mucosa  by  the  muscular  contraction. 
Dudley's  operation  seemed  to  him  to  fulfil  the  two  main 
indications  required ;   first  the  permanent  abolition  of  the 
flexion ;  secondly,  the  i>ermanent  widening  of  the  canal. 
There  were  cases  in  which  it  would  not  succeed ;  and  he 
believed  the  failures  would  be  precisely  in  the  cases  he 
had  mentioned,  where  the  dysmenorrhoea  owned  a  neurotic 
origin.    Dr.  Bantock  did  not  admit  any  forms  of  dysmen- 
orrhoea beyond  the  uterine.    For  his  own  part  he  classified 
cases  as  follows : — i.   Those  due  to  constitutional  condi- 
tions, including  in  this  class  cases  of  malnutrition  and  cases 
of  neurosis.     He  thought  "ovarian  dysmenorrhoea"  came 
properly  under  the  category  of  neuroses.    2.  Those  due  to 
local  conditions.     In  this  class  he  included,  first,  faults  of 
conformation  ;  secondly,  faults  of  position  :  these  were  the 
varieties  of  uterine  dysmenorrhoea ;   thirdly,  inflammatory 
conditions  in  the  pelvis.     In  cases  of  salpingitis,  oophoritis, 
and   cellulitis,   he  believed  that  the  uterine  contractions, 
combined   with  the  increased    pelvic    congestion,   led    to 
dysmenorrhoea,  apart  from  any  pathological  condition  of 
the  uterus  itself. 


Discussion  on  Treatment  of  Dysmenorrhoea   2 1 7 

Dr,  C.  H.  F,  RouTH  pointed  out  that  dysmenorrhoea 
might  be  due  to  spasmodic  contractions  at  the  seat  of  the 
OS  internum,  analogous  to  tlie  contraction  of  circular 
muscle  fibres  in  the  male  urethra  and  in  the  bronchial 
tubes.  This  condition  might  be  remedied  by  anti-spasmodic 
drugs,  and  by  depletory  measures,  such  as  the  old  fashioned 
leeches.  He  did  not  agree  with  Dr.  Bantock  that  division 
of  the  external  os  was  unavailing,  he  had  cured  many  cases 
by  this  means,  but  it  must  be  done  thoroughly ;  it  had  also 
the  advantage  of  being  a  depletory  measure.  Still,  no  doubt 
the  greatest  contraction  was  at  the  internal  os,  as  shown  by 
the  marked  constriction  that  appeared  on  any  substance 
like  a  tent  placed  in  the  uterine  canal.  For  the  treatment 
of  this  defect,  Greenhalgh's  hysterotome  answered  very 
well ;  but  it  required  to  be  carefully  used.  His  own  prac- 
tice was  the  introduction  of  a  tangle  tent,  curved  to  the 
shape  of  the  uterus,  wrapped  round  with  cotton  wool  and 
soaked  in  carbolic  acid,  this  had  both  an  anaesthetic  and 
an  antiseptic  action.  After  some  dilatation  had  been  secured 
by  this  means,  he  introduced  the  pessary  he  had  devised 
for  the  purpose.  This  could  be  left  in  six,  nine  or  twelve 
months. 

Dr.  Butler- HoGAN  thought  that  t)r.  Bantock  was  right 
in  saying  that  division  of  the  external  os  did  no  good  except 
by  relieving  congestion.  In  cases  of  anteflexion  he  agreed 
with  Mr.  Skene  Keith  that  pain  was  present  from  the  begin- 
ning of  menstruation.  Like  Dr.  Bantock,  he  thought  that 
the  safest  as  well  as  the  most  effectual  treatment  was  that 
by  graduated  bougies.  He  had  also  had  good  results  from 
cocaine  irrigations  with  and  even  without  gradual  dilatation. 

Dr.  Heywood  Smith  considered  that  Dr.  Bantock  was 
too  sweeping  in  his  statements  both  as  to  pathology  and  as 
to  treatment.  He  believed  that  dysmenorrhoea  occurred, 
being  associated  especially  with  cirrhotic  ovaries.  He 
agreed  with  Mr.  Skene  Keith  that  flexion  might  occur 
within  half  an  inch  of  the  fundus.  Depletion  did  good  in 
these  cases,  whether  Secured  by  leeches  or  by  puncture  of 
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the  cervix.  Dilatation  alone  often  failed,  for  the  uterine 
tissue  would  stand  a  great  amount  of  dilatation  and  return 
to  its  former  condition.  His  plan  was  dilatation  by  means 
of  graduated  sounds,  followed  by  slight  bilateral  incisions 
from  the  cervical  canal ;  he  did  not  believe  in  complete 
division  of  the  cervix.  He  then  dilated  a  little  further, 
when  some  tearing  of  muscle  fibres  could  be  felt  to  occur, 
after  which  he  inserted  a  glass  stem-pessary.  But  it  ^ould 
be  remembered  that  a  stem-pessary  could  not  be  used  in 
all  cases  indiscriminately  ;  if  retroversion  was  associated 
with  the  anteflexion,  the  stem  would  soon  be  squeezed  out. 
Dr.  Duke,  that  most  prolific  of  inventors,  had  introduced  a 
spiral  stem,  which  he  had  found  to  answer  well  in  many 
cases.  He  agreed  with  Dr.  Bantock  that  no  vaginal  pessary 
was  any  good  in  cases  of  anteflexion. 

The  discussion  was  then  adjourned  to  the  next  meeting. 
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Extra-Uterine  Pregnancy.^ 
By  John  W.  Taylor,  F.R.C.S.Eng. 

(Continued  from  /.  116 J 

Lecture   II. — The  Three  Invasions  of  Tubal  Preg- 
nancy : — (i)  Tubo-Abdominal.    (2)  Tubo-Ligamen- 

TARY.      (3)   TUBO-UTERINE. 

/.  Tubo-Abdominal  Pregnancy,  syn.  Abdominal  or  Ventral 

Pregnancy. 

When  a  foetus  which  has  been  already  formed  within 
the  Fallopian  tube  escapes  from  the  tube  enclosed  in  its 
unruptured  membranes  into  the  abdomen  of  the  mother,  the 
pregnancy  becomes  "abdominal"  or  "ventral."  If  the 
placenta  retains  its  attachment  to  the  tube  and  receives 
sufficient  blood-supply  from  the  maternal  blood  vessels,  the 
pregnancy  may  pursue  an  uninterrupted  course  to  term  and 
both  child  and  placenta  attain  mature  development  within 
the  peritoneal  cavity  of  the  mother.  The  protection  of  the 
unruptured  Amnion,  however,  appears  to  be  absolutely 
indispensable  for  this  development. 

I  am  aware  that  in  making  the  statement  that  a  tubal 
pregnancy  thus  directly  becomes  abdominal,  I  am  running 
counter  to  the  accepted  teaching  of  such  authorities  as  Mr. 
Lawson  Tait  and  Mr.  Bland  Sutton.  The  difficulty  in  be- 
lieving this  lay  in  the  fact  that  in  most  of  the  recorded  cases 
the  child  has  been  described  as  lying  naked  and  uncovered 
within  the  peritoneal  cavity  of  the  mother.  Our  leading 
authorities  have  argued,  and  probably  argued  rightly,  that 

^  Ingleby  Lectures  for  1898. 
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no  foetus  at  any  early  age  could  be  so  exposed  to  the  peri- 
toneal cavity  and  its  secretion  and  yet  survive.  They  have 
accordingly  sought  for  some  method  of  explaining  how  the 
facts  established  by  observation — ^the  intra-abdominal  posi- 
tion of  the  child — could  possibly  arise. 

The  theory  advanced  is  that  every  extra-uterine  pregnancy 
that  has  survived  the  primary  rupture  of  the  tube  and  con- 
tinued its  development  has  done  so  beneath  the  peritoneum, 
sheltered  within  the  folds  of  the  broad  ligament  (see  broad 
ligament  pregnancy) — ^that  here  it  has  remained  until  the 
seventh  or  eighth  month,  that  then  a  secondary  rupture  of 
the  broad  ligament  cyst  has  taken  place,  and  the  child  has 
escaped  among  the  intestines,  "  its  tissues  having  arrived  at 
a  period  of  development  by  that  time,  which  enabled  them 
to  resist  the  efforts  of  digestion  which  doubtless  would  be 
directed  towards  them."  (Tait,  '*  Lectures  on  Ectopic 
Pregnancy,"  p.  59.) 

Although  those  of  us  who  had  operated  on  cases  of 
abdominal  pregnancy  at  full  term  felt  that  this  theory  was 
far-fetched  and  mistaken — for  no  broad  ligament  pouch 
from  which  the  infant  had  escaped  could  then  be  found, 
and  although  the  theory  was  more  or  less  disproved  by 
isolated  cases  of  abdominal  pregnancy  reported  by  Dr. 
Jessop,  by  Dr.  Champneys,  by  myself,  by  Dr.  Webster,  by 
Dr.  CuUingworth,  by  Dr.  Aust  Lawrence,  and  even  by  Mr. 
Tait  himself,  I  do  not  think  we  could  be  said  to  have  any 
good  explanation  of  the  mystery  to  offer  until  a  case  on 
which  I  operated  at  the  Spark  Hill  Hospital  for  Women  on 
December  11, 1896,  brought  further  light  and  explained  how 
the  child  could  inhabit  the  peritoneal  cavity  of  the  mother 
and  still  survive.  On  careful  examination  of  the  abdominal 
cavity  in  this  case,  conducted  by  myself  and  my  colleagues 
Mr.  Martin  and  Mr.  Jordan,  it  was  found  that  a  transparent 
membrane  (the  amniotic  sac)  surrounded  the  foetus  and 
protected  it  in  every  direction — that  this  was  invisible  on 
the  surface  of  the  intestine,  but  could  be  demonstrated  as  a 
film  passing  from  coil  to  coil  and  completing  the  sac  in 
which  the  pregnancy  had  developed. 
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The  case  was  reported  by  me  to  the  Obstetrical  Society 
of  London  in  1897,  ^"^  ^^  following  account  of  the  opera- 
tion and  parts  removed  is  copied  from  the  Transactions^ 
of  the  Society. 

"On  December  11,  1896,  assisted  by  my  colleagues,  Mr. 
Martin,  Mr.  Jordan,  and  Dr.  Sturge,  I  opened  the  abdoriien 
in  the  middle  line,  and  found  that  the  peritoneum  immedi- 
ately below  the  incision  was  thickened,  and  incorporated 
with  some  kind  of  sac  containing  a  dead,  but  non-putrid 
foetus. 

"On  opening  this  the  child  was  found  lying  in  the 
abdomen,  bathed  in  a  small  quantity  of  dark  bloody  fluid. 
In  this  some  caseous  particles  were  floating.  The  head  of 
the  child  lay  uppermost,  and  formed  the  globular  protuber- 
ance which  had  been  noticed  near  the  liver.  The  intestines 
were  visibly  covering  the  body  of  the  child,  and  the  great 
omentum,  forming  in  one  part  a  thick  fleshy  body  of  con- 
siderable thickness,  passed  across  the  child  to  a  broad 
attachment  on  the  upper  part  of  the  placenta.  The  latter 
was  situated  at  the  lower  pole  of  the  pregnancy,  and 
covered  the  pelvis.  The  parts  of  the  child  nearest  to  the 
incision  were  the  lower  limbs,  and  after  pulling  the  feet 
outside,  and  enlarging  the  incision  to  admit  of  the  passage 
of  shoulders  and  head,  the  child  was  extracted.  The  cord 
was  then  divided  and  the  child  removed. 

"On  looking  into  the  abdomen  the  peritoneal  cavity 
appeared  to  be  directly  open  as  in  an  ordinary  abdominal 
section.  The  coils  of  intestine,  the  lower  part  of  the 
stomach,  and  the  great  omentum  were  all  plainly  visible, 
and  separate  loops  of  intestine  could  be  brought  out  of  the 
incision  and  examined. 

"  On  very  close  observation  it  was  first  noticed  by  Mr. 
Martin,  and  afterwards  confirmed  by  myself  and  Mr.  Jordan, 
that  a  very  thin,  transparent  pellicle  or  membrane  was 
reflected  over  all  or  nearly  all  of  these  viscera,  and  that^. 
notwithstanding  the  apparent  free  exposure  of  the  peri- 
toneal cavity,  there  was  in   all   probability  a  thin,  filmy,. 
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transparent  sac  enclosing  the  pregnancy,  not  capable  of 
separation  or  differentiation  from  the  peritoneum  of  any 
viscus  over  which  it  was  reflected,  except  where  passing 
from  one  to  another — as  from  one  coil  of  intestine  to 
another,  or  from  intestine  to  placenta.  Only  under  these 
circumstances  was  the  membrane  visible. 

"The  placenta  was  of  ordinary  size,  and  covered  the 
pelvic  inlet  'like  the  lid  of  a  saucepan'  incompletely 
closed,  the  edge  of  the  placenta  being  exposed  and  free  on 
the  left  side  of  the  pelvis,  but  closely  applied  to  the  abdo- 
minal wall  on  the  right  side  where  the  cord  was  situated. 
The  attachments  of  the  placenta  were  : — (i)  a  thick  band 
or  rope  of  omentum,  which  was  firmly  attached  to  the 
upper  or  serous  edge  of  the  placenta  on  the  left  side ;  (2) 
several  thin  attachments  or  adhesions  of  small  intestine  and 
caecum  to  the  same  surface — ^these  appeared  to  be  possible 
of  explanation  as  reflections  of  the  thin  sac  layer  (amnion) 
from  the  intestine  to  the  placenta — and  (3)  the  deep  pelvic 
attachments  of  the  under  surface  of  the  placenta,  which  at 
this  stage  were  hidden  from  view  by  the  placenta  itself. 

"  The  band  of  omentum  was  ligatured  in  sections  and 
divided,  then  the  adhesions  to  bowel  were  separately  tied 
and  cut  through.  By  tilting  up  the  free  (left)  edge  of  the 
placenta  it  was  now  possible  to  discover  a  broad  band  of 
attachment  below  it  in  the  pelvis.  This  was  seized  by  a  pair 
of  Doyen's  elastic  forceps  and  divided.  When  this  had 
been  done  a  further  part  became  accessible,  and  it  was 
found  possible  by  gentle  manipulation  to  secure,  either  by 
forceps  or  ligature,  all  pelvic  attachments  before  separation, 
so  that  the  placenta  was  finally  removed  without  any  loss 
of  blood,  and  therefore  with  a  clear  field  for  deliberate 
operative  work  throughout. 

"  Below  the  placenta,  in  the  pelvic  portion  of  the  sac,  was 
found  quite  a  collection  of  caseous  masses  (remains  of  the 
vernix  caseosa)  which  was  cleared  out  of  the  pelvis  partly 
by  the  fingers  and  partly  by  a  douche  of  warm  water  which 
was  used  for  washing  out  the  abdomen.    The  main  attach- 
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ments,  which  had  been  temporarily  clamped  by  forceps,  were 
found  to  come  from  the  right  broad  ligament.  These  were 
ligatured  in  sections  beneath  the  forceps,  and  the  forceps 
were  then  removed. 

"  On  examination  of  the  pelvis  where  the  placenta  had 
been,  it  was  evident  that  the  same  arrangement  of  'sac' 
existed  here  as  in  the  upper  abdomen — ^that  is,  a  fine 
transparent  membrane  could  be  traced  throughout,  and 
formed  a  limiting  layer  between  the  usual  viscera  of  the 
abdomen,  pelvis  and  placenta  on  the  one  hand  and  the 
child  on  the  other.  On  replacing  the  placenta  in  position 
this  membrane  could  be  traced  below  the  placenta  to  the 
bottom  of  the  pelvis  on  the  right  side,  it  was  then  reflected 
over  the  broad  ligament  and  all  its  attachments  to  the  under 
surface  of  the  placenta.  From  this  it  could  be  traced  all 
over  the  placenta,  except  where  intestine  or  omentum 
was  adherent  to  its  surface.  Two  thirds  (at  least)  of  the 
placental  margin  was  free,  and  this  was  consequently 
smooth,  glistening,  and  everywhere  covered  by  the  thin 
membrane  of  the  sac. 

"  Owing  to  this  disposition  of  the  sac  within  the  pelvis 
th«  outline  of  the  normal  pelvic  viscera,  the  uterus,  tubes 
and  ovaries,  was  considerably  obscured,  so  much  so  that 
it  was  impossible  to  say  whether  the  right  ovary  had  been 
removed  with  the  placenta,  or  whether  it  had  been  left  in 
the  pelvis  below  the  reflections  of  the  sac. 

"The  abdomen  was  closed  with  silkworm-gut  sutures, 
and  a  drainage  tube  left  in  the  lower  angle  of  the  wound. 

"  The  after  progress  of  the  case  was  satisfactory  and  un- 
eventful, except  from  some  chronic  suppuration  in  tl^e  lower 
part  of  the  wound.  This  appeared  to  be  kept  up  by  caseous 
remains  which  had  been  imperfectly  removed,  as  on  more 
than  one  occasion  some  caseous  particles  were  observed  in 
the  discharges.  The  patient  was  discharged  convalescent 
on  January  25,  1897. 

"The  child  weighs  7  lbs.,  and  is  a  male  foetus  which  has 
undergone  full   development  within  the  abdomen   of  the 
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mother.  The  nails  of  the  fingers  extend  some  distance 
beyond  the  finger-tips,  and  are  firm  and  horny.  The  testes 
appear  to  be  within  the  scrotum,  and  the  hair  of  the  head 
is  abundant  but  short.  The  trunk  and  Hmbs  are  perfectly 
developed  ;  the  head  is  rather  large  in  proportion  to  the  rest 
of  the  body,  and  is  bent  or  twisted  to  the  right,  so  that  the 
left  (or  extended)  side  of  the  neck  and  face  appears  to  be 
permanently  larger  than  the  right,  the  head  being  fixed 
laterally  towards  the  right  shoulder.  There  are  no  signs  of 
decomposition.  Closely  applied  to  the  head  of  the  child  is 
a  perfect  cap  of  membrane,  and  between  this  and  the  head 
of  the  child  is  a  considerable  quantity  of  caseous  matter. 
This  is  the  only  part  where  any  membranous  covering  or 
sac  can  be  distinguished.  The  umbiliqal  cord  and  its  foetal 
attachment  are  in  every  respect  normal. 

"  The  placenta  weighs  3  lbs.  ;  it  is  thick  and  fleshy,  and  of 
fairly  normal  consistence.  On  its  upper  surface  and  edge 
it  is  marked  by  (i)  the  insertion  of  the  cord  excentrically 
placed ;  (2)  by  the  attachment  of  a  divided  thick  band  of 
tissue,  probably  omental,  and  (3)  by  several  large  distended 
vessels  almost  unsupported  by  any  tissue,  but  directly 
attached  to  the  placental  surface  or  edge.  (These  appear 
to  be  portions  of  adherent  omentum  which  have  been 
changed  into  congeries  of  dilated  veins.) 

"  The  shape  of  the  placenta  is  peculiar  ;  the  bulk  of  it  is 
circular,  with  an  excentric  cord  inserted  near  one  border 
(the  right).  Beyond  this  and  separated  from  it  by  a  deep 
sulcus  is  a  crescentic  mass  of  placental  tissue  attached  to  the 
main  placenta  by  its  horns  and  lower  surface.  On  the 
surface  of  this  crescentic  part  is  a  pale  red  fringed  mucous 
patch,  which  appears  to  be  the  fimbriated  end  of  a  Fallopian 
tube.  No  further  trace  of  tubal  structure  can  be  made  out 
on  microscopic  examination,  and  on  section  of  the  mass  it 
appears  to  consist  throughout  of  placental  tissue.  The  under 
surface  of  the  placenta  is  in  many  parts  as  smooth  and  free 
as  its  upper  surface,  but  it  is  marked  by  a  long  strip  of  raw 
surface  running  across  the  placenta,  with  a  bend  or  angle 
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in  its  course.    This  marks  the  attachment  of  the  placenta 
to  the  right  broad  ligament. 

"  The  pregnancy  may  be  regarded  as  originally  one  of  the 
right  Fallopian  tube,  which,  by  gradual  erosion  or  giving 
way  of  the  upper  part  of  the  tube,  has  passed  with  un- 
ruptured membranes  into  the  abdominal  cavity. 

"The  deep  sulcus  on  the  upper  surface  of  the  placpnta 
probably  marks  the  line  of  separation  in  the  tube  where  the 
ovum  escaped  upwards  into  the  abdomen.  '  From  the 
spread-out  internal  surface  of  the  (ruptured)  tube  the 
placenta  has  continued  growing,  and  has  so  altered  or  taken 
up  its  structure  in  process  of  growth  as  to  render  little  but 
the  fimbriated  end  recognisable.  The  placenta  has  derived 
its  blood-supply  from  the  vessels  of  the  broad  ligament  and 
from  the  great  omentum. 

"  The  case  is  remarkable  for  possessing  no  history  of  any 
tubal  rupture  (or  acute  illness  corresponding  to  this) 
throughout  the  whole  course  of  the  pregnancy. 

"The  conditions  and  opportunities  for  observation  during 
the  time  of  operation  were  unusually  good,  but  in  spite  of 
this,  the  exact  state  of  the  upper  pole  of  the  pregnancy  and 
its  relation  to  the  abdominal  viscera  must  be  determined 
by  circumstantial  evidence,  as  it  could  not  be  directly  seen 
from  the  incision. 

"From  the  fact  that  the  head  of  the  child  is  closely 
covered  by  a  cap  of  membrane,  between  which  and  the 
scalp  is  a  copious  deposit  of  caseous  material,  while  below 
this  any  evidence  of  a  membranous  sac  is  wanting  (except 
the  teai'  of  separation  around  the  forehead  and  occiput) 
it  may  be  concluded,  I  think,  that  the  upper  part  of  the 
amniotic  sac — ^the  membrane  forming  the  extreme  upper 
pole  of  the  pregnancy — has  been  removed  with  the  foetus  ; 
and  that,  so  far  as  this  is  concerned,  the  abdominal  cavity 
has  been  directly  opened.  Below  this,  towards  the  centre 
of  the  pregnancy,  the  sac  has  become  incorporated  with 
the  peritoneum,  so  that  no  separation  could  be  made  be- 
tween the  two,  and  no  indication  of  the  presence  of  a  sac 
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could  be  seen,  except  at  its  reflection  from  one  viscus  to 
another  as  already  described. 

"  At  a  lower  level  still — ^at  the  '  lower  pole '  of  the  preg- 
nancy— ^the  sac  was  considerably  thickened,  forming,  to- 
gether with  the  peritoneum  at  the  lower  part  of  the 
abdominal  incision,  a  membranous  wall  fully  one  eighth 
of  an  inch  in  thickness.  Even  here,  however,  no  definite 
dissection  could  be  made  between  '  sac '  on  the  one  hand 
and  '  peritoneum '  on  the  other." 

The  importance  of  the  case  just  quoted  in  the  present 
state  of  our  knowledge  cannot  be  over-estimated.  It  eflFec- 
tually  disposes  of  much  of  the  theory  now  current  on  the 
subject  of  advanced  extra-uterine  gestation.  On  p.  464  of 
AUbutt  &  Playf air's  " System  of  Gynaecology"  (1896),  Mr, 
Bland  Sutton  writes :  "  Observation  has  demonstrated  the 
fact  that  in  all  tubal  pregnancies  which  survive  the  primary 
rupture  and  continue  their  development,  the  gestation  sac 
is  formed  in  part  by  the  expanded  tube  but  mainly  by  the 
layers  of  the  mesometrium.  The  proper  appreciation  of  this 
fact  has  done  much  to  simplify  our  knowledge  of  tubal 
pregnancy,  and  no  one  has  more  strongly  insisted  upon 
its  correctness  than  Lawson  Tait." 

That  this  is  altogether  mistaken  is  now,  I  believe,  a 
certainty.  The  case  of  abdominal  pregnancy  here  described 
is  a  tubal  pregnancy  which  has  survived  the  primary  rupture 
and  continued  its  development,  in  which  the  gestation  sac 
is  formed  by  the  amnion  alone  or  at  most  by  the  foetal 
membranes  and  tube,  the  layers  of  the  mesometrium  are 
intact  and  the  expanded  tube  is  entirely  taken  up  and  meta- 
morphosed by  the  growth  of  the  placenta. 

A  diagrammatic  representation  of  the  pregnancy  which 
is  figured  on  the  adjoining  page,  and  in  which  the  omental 
attachments  are  omitted  as  non-essential,  may  help  to  make 
this  important  variety  of  extra-uterine  pregnancy  clearer, 
and  to  elucidate  the  relations  of  its  sac.  The  essentials  of 
the  pregnancy  are  the  fixed  placenta  growing  mainly  or 
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entirely  from  the  tube  to  which  it  was  originally  attached, 
and  the  child  enclosed  simply  in  its  amniotic  sac,  moving 
so  far  as  the  delicate  sac  permits  it,  within  the  abdomen  of 
the  mother.  The  amniotic  sac  may  be  in  some  places 
separable  from  both  mother  and  child,  in  other  parts  it 
may  be  quite  inseparable  from  the  peritoneal  covering  of 
the  abdominal  viscera  within  the  maternal  abdomen. 


Fig.    I. 

The  condition  is  produced  in  the  most  simple  manner. 
The  pregnancy  begins  within  the  tube  and  grows  there 
until  it  can  grow  no  longer.  Then  by  rupture  or  by  some 
slow  separation  of  the  tube  equivalent  to  rupture,  the  tube 
is  opened  up.  The  child  within  its  amniotic  sac  escapes 
upwards  into  the  abdomen,  the  placenta  remains  attached 
to  the  inner  surface  of  the  tube,  and  from  this,  spread  out 
and  flattened  by  the  rupture,  the  placenta  continues  to 
grow. 

But  this  case  not  only  tends  to  disprove  the  broad 
ligament  theory  as  of  universal  or  even  general  application. 
It  serves  another  and  more  important  purpose.  If  the 
cases  of  abdominal  pregnancy  be  carefully  considered  in 
the  light  of  the  explanation  here  offered,  it  will  be  found 
that  most,  indeed  very  nearly  all,  of  the  recorded  cases  in 
which  no  definite  sac  has  been  found,  admit  of  a  similar 
interpretation. 
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In  Mr.  Jessop's  case  it  is  stated  that  "the  peritoneal 
lining,  though  natural  on  its  free  surface,  appeared  thick 
and  velvety  in  section,"  and  later  on  we  read  :  "  a  few  bands 
of  unorganized  Ijnnph  of  a  very  friable  nature  lying  upon, 
but  not  adherent  to,  the  intestines  were  readily  removed  by 
sponging,  and  about  an  ounce  of  a  clear  serum  was  found 
in  the  peritoneal  cavity."  The  definite  amount  of  serum 
here  mentioned  is  decidedly  suggestive  of  some  unrecog- 
nised limiting  sac  and  not  of  free  fluid  welling  up  from  the 
pouch  of  Douglas  out  of  sight. 

In  Bandl's  case,  quoted  by  Mr.  Tait,  the  foetus  was 
enclosed  in  a  *' pocket  formed  by  false  membranes."  In 
Dr.  Champneys'  case,  the  references  to  some  filmy  kind  of 
sac  are  still  more  obvious.  We  read  :  "  The  layer  imme- 
diately covering  the  foetus  was  a  dull  white  membrane." 
Again, "  on  the  child's  vertex  a  patch  of  thin,  sodden-looking 
membrane  was  seen  and  except  a  shred  of  similar  material 
removed  from  the  wound  (probably  torn  from  the  head 
during  delivery)  no  membranes  were  seen  or  felt."  In  the 
report  of  the  dissection  of  the  child  we  read,  "  There  was 
a  sort  of  cap  of  sodden  membrane  (amnion)  on  the  vertex 
which  was  covered  with  dark  hairs,"  and  in  the  report  of 
the  autopsy  of  the  mother,  "The  foetal  surface  (of  the 
placenta)  was  also  marked  by  a  remnant  of  membranes 
which  hardly  extended  beyond  the  placenta."  The  similarity 
between  this  case  and  those  which  I  have  myself  reported 
is,  I  think,  clear  and  unmistakable. 

The  lower  pole  of  the  pregnancy  does  not  always  take 
the  form  described  in  the  case  I  have  just  reported  and 
depicted  in  the  illustration. 

In  a  case  on  which  I  operated  at  term,  both  mother  and 
child  surviving,  the  amniotic  sac  stopped  short  at  the 
placental  insertion  as  in  normal  intra-uterine  pregnancy, 
and  the  raw  under-surface  of  the  placenta  had  extended  or 
grown  beyond  its  tubal  site  and  was  attached  to  the  posterior 
surface  of  the  uterus,  the  sigmoid  flexure  and  the  j)elvic  wall 
as  well  as  to  the  tube.    But  though  I  failed  to  fully  under- 
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stand  it  at  the  time  I  am  now  quite  satisfied  that  the  patho- 
logical relations  of  the  foetus  were  exactly  similar  to  those 
I  have  described  as  present  in  the  preceding  case. 

The  ragged  margin  of  the  amnion  in  this  case  may  still 
be  seen  attached  to  the  placenta,  and  the  rest  of  the  sac 
was  probably  continued  as  a  transparent  covering  or  sheath 
over  the  small  intestines  and  the  under  surface  of  the  great 
omentum  around  the  space  from  which  I  removed  the  child. 

The  conditions  met  with  in  this  case  are  diagrammati- 
cally  represented  in  fig.  2.  The  salient  features  which  sepa- 
rate it  from  the  preceding  case  will  be  recognised  at  once 
on  comparing  the  accompanying  diagrams. 


Fig.   2. 

There  are  two  other  conditions  under  which  the  placenta 
may  be  found  in  advanced  abdominal  pregnancy. 

In  the  first,  the  tube,  although  excessively  expanded, 
may  retain  its  individuality,  and  the  placenta  be  found  still 
lying  within  it. 

In  one  case  of  this  kind,  the  case  of  Dr.  Halliday  Croom, 
minutely  examined  and  described  by  Clarence  Webster,  he 
states,  "  a  large,  well-formed,  recently  dead  foetus  was  re- 
moved from  a  sac  which  extended  nearly  up  to  the  liver, 
and  which  had  in  the  lower  part  of  the  abdomen  a  thick 
anterior  wall.  There  was  an  excessive  amount  of  amniotic 
fluid.    The  uterus  was  enlarged,  elevated  and  drawn  towards 
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the  right  side.  The  placenta  was  in  a  separate  sac  to  the 
left  side  of  the  pelvis — z  thick  discoid  mass  extending  two 
inches  above  the  brim.  The  gestation  sac  was  double,  one 
containing  the  foetus,  the  other  the  placenta.  The  former 
was  that  part  of  the  peritoneal  cavity  behind  the  stomach, 
transverse  colon  and  great  omentum ;  the  latter  consisted 
of  the  enormously  dilated  Fallopian  tube  lying  in  front  of 
the  uterus  and  extending  vertically  from  the  utero-vesical 
pouch  to  the  fourth  lumbar  vertebra.  Though  quite  distinct 
from  one  another  they  were  connected  by  means  of  the 
umbilical  cord  and  amnion ;  this  membrane  lined  the 
secondary  (peritoneal)  sac,  and  passed  into  the  substance 
of  the  primary  (tubal)  sac." 


Fig.  3. 


Another  case  very  similar  to  this  was  reported  by  Mr. 
Tait  to  the  Obstetric  Society  in  1892  under  the  title  of 
"A  Case  of  Ectopic  Pregnancy  in  which  the  foetus  seems 
to  have  been  developed  to  the  full  time  in  the  peritoneal 
cavity,  still  retaining  its  amniotic  covering." 

In  the  report  of  this  case  we  read,  "  The  child  was  lying 
loose  in  the  abdominal  cavity  except  that  all  its  upper 
surface  had  become  adherent  to  the  omentum  and  to  the 
anterior  parietal  peritoneum.  The  child  was  still  enclosed 
in  its  membranes,  but  the  liquor  amnii  had  entirely  dis- 
appeared.   The  umbilical   cord  went  straight  down  to  a 
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round,  smooth,  globular  mass  about  the  size  of  a  cocoa-nut, 
which  occupied  the  pelvic  cavity  and  was  adherent  to  the 
surrounding  tissues.  The  question  of  the  removal  of  the 
placenta,  which  this  substance  really  was,  occupied  my 
mind  for  a  few  seconds.  On  making  tentative  efforts  to 
separate  the  globular  mass,  I  found  that  it  peeled  out  with 
considerable  ease,  much  as  a  broad  ligament  cyst  would, 
and  after  it  was  separated  down  to  a  pedicle  which  was  the 
cornu  of  the  uterus,  it  became  perfectly  evident  that  the 
globular  mass  was  the  right  Fallopian  tube." 

Follpwing  the  graphic  method  previously  employed  to 
illustrate  the  relations  of  the  placenta,  this  form  may  be 
diagrammatically  represented  as  in  the  accompanying  figure 

(fig-  3). 

Finally  there  is  one  specimen  which  shows  that  the 
abdominal  position  of  the  foetus  may  be  associated  with 
an  intra-ligamentary  placenta.  For  a  long  time  I  failed 
to  find  any  certain  evidence  that  advanced  abdominal 
pregnancy  was  ever  the  outcome  or  sequel  of  secondary 
rupture  from  the  broad  ligament  into  the  abdomen.  But 
in  examining  the  various  specimens  to  be  met  with  in 
London  I  came  across  a  most  valuable  one  in  the  St. 
Thomas'  Hospital  Museum  (No.  2,491),  which  shows  that 
this  is  a  possible,  though,  I  believe,  a  very  rare  occurrence. 
The  accompanying  illustration  (fig.  4)  is  a  drawing  of  my 
own  made  directly  from  the  specimen  itself.  There  is  a 
large  sac  formed  by  the  left  broad  ligament  on  one  side  of 
the  uterus — ^the  uterus  indeed  forms  a  kind  of  appendage 
to  its  wall — ^the  left  Fallopian  tube  courses  over  its  summit 
and  directly  underneath  this  lies  the  attachment  of  the 
placenta.  On  the  outer  side  of  the  sac  is  a  rather  large 
lacerated  opening  through  which  the  foetus  passed  into  the 
abdominal  cavity. 

The  specimen  is  said  to  be  taken  from  a  woman  who 
died  at  the  full  period  of  gestation. 

Although  the  sac  is  a  large  one  it  is  scarcely  of  sufficient 
size  to  have  contained  a  full-time  foetus,  and  therefore  it 
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is  at  all  events  highly  probable  that  in  the  later  months  of 
pregnancy  the  fcetus  surrounded  by  its  amnion  was  strictly 
abdominal  in  position  as  in  the  other  cases  1  have  been 
describing.  If  so,  we  have  a  fourth  position  of  the  placenta 
in  abdominal  pregnancy.  Strictly  speaking  this  is  "tubo- 
Hgamentary  -  abdominal,"  and  perhaps  should  be  more 
correctly  described  under  the  next  division  of  my  subject, 
but  it  is  more  convenient  to  take  its  consideration  here. 
Incidentally,  it  is  worthy  of  notice  what  a  very  marked  and 
unmistakable  ligamentary  sac  is  to  be  found  when  the 
foetus  has  really  become  abdominal,  after  passing  through 
an  intra-ligamentary  stage  in  its  development. 


The  accompanying  diagram  (fig.  5),  the  last  of  the 
present  series,  will  bring  the  preceding  case  in  line  with 
the  others  1  have  mentioned. 

There  are  accordingly  four  different  relations  of  the 
placenta  to  the  main  gestation-sac  in  abdominal  pregnancy 
that  need  some  differentiation. 

In  the  first  group  of  cases  the  placenta  is  practically 
within  the  main  gestation-sac  and  covered  by  reflexions  of 
the  amnion. 
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In  the  second,  it  has  a  foetal  and  maternal  surface  of 
nearly  equal  dimensions  as  in  normal  pregnancy — ^the  foetal 
surface  being  covered  by  the  amnion  and  in  immediate 
relation  to  the  sac,  while  the  maternal  surface  is  growing 
from  the  spread-out  remnants  of  the  tube  and  from  the 
peri-tubal  tissues  also — ^the  back  of  the  ♦uterus,  the  broad 
ligament,  and  the  pelvic  wall  being  favourite  sites  for  such 
extensions  of  attachment. 

In  the  third,  the  placenta  remains  within  the  tube,  the 
tube  is  still  recognizable  and  the  maternal  attachments  are 
confined  to  the  tube  itself.  In  this  case  there  may  be  a 
double  gestation-sac,  the  one  containing  the  foetus,  the 
other  the  placenta. 


Fig.  5. 

In  the  fourth,  the  placenta  is  attached  to  the  upper  wall 
of  a  broad  ligament  sac  outside  the  peritoneum  and  the 
cord  passes  to  the  child  through  a  hole  in  the  ligament. 

Before  I  leave  this  portion  of  my  subject  I  want  to 
finally  enforce  the  point  that  these  diagrams  showing  the 
different  positions  of  the  placenta  in  tubo-abdominal  preg- 
nancy are  no  mere  imaginative  figures  showing  simply 
possible  relations  of  the  pregnancy  to  surrounding  struc- 
tures. They  are  records  of  facts  carefully  observed,  and 
are  each  and  all  supported  by  extant  specimens  still  avail- 
able more  or  less  for  individual  inspection  and  verification. 

The  sac  in  abdominal  pregnancy  evidently  varies  greatly 
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in  appearance  and  consistency.  In  many  of  the  recorded 
cases  it  can  hardly  have  consisted  of  anything  more  than 
the  amniotic  membrane.  This  has  become  attached  to  the 
peritoneum,  "  its  epithelial  lining  becoming  destroyed  and 
its  sub-epithelial  layer  (in  some  places)  becoming  dense 
and  fibrous"  (Webster).  In  other  situations  the  sub- 
epithelial layer  has  been  una£Fected  and  the  membrane  is 
directly  attached  to  the  intestine  or  the  abdominal  viscera, 
is  indistinguishable  by  sight  from  the  proper  peritoneal 
surface  of  such  viscera,  and  only  visible  when  reflected  from 
one  viscus  to  another  as  already  described. 

The  membranes  are  not,  however,  necessarily  adherent 
in  this  way ;  sometimes  they  have  a  completely  independent 
existence,  and  probably  all  degrees  are  possible  of  partial 
peritoneal  attachment.  Sometimes  their  consistency  and 
independence  are  such  that  they  have  been  described  as 
being  extirpated  (Tait)  or  sutured  (Rosenmauer)  at  the 
oj)eration  for  removal  of  the  pregnancy.  Cases  so  described 
are,  however,  sometimes  open  to  the  suspicion  that  an 
unrecognised  broad  ligament  pregnancy  has  been  mistaken 
for  abdominal. 

In  true  tubo-abdominal  pregnancy,  the  sac,  consisting 
at  the  best  of  amnion  and  chorion,  and  often  perhaps  of 
an  amniotic  layer  only,  must,  if  independent,  always  be 
extremely  thin  and  easily  broken.  If  completely  inde- 
pendent it  may  admit  of  removal  with  the  child,  but  it  is 
extremely  doubtful  if  it  could  ever  possess  sufficient  inde- 
pendence and  consistency  to  admit  of  any  independent 
suture.  The  relation  of  the  placenta  to  the  sac  are  of 
chief  importance  and  will  need  some  reconsideration  under 
ireattnenU 

The  extra-uterine  placenta  at  term  is  an  object  of  con- 
siderable interest.  Throughout  the  whole  course  of  the 
pregnancy  the  placenta  has  marked  the  site  of  the  original 
and  main  attachment  of  the  pregnancy,  and  in  its  attach- 
ment has  held  and  still  holds  throughout,  the  key  to  much 
of  its  pathology  and    treatment.      When  the  infant   has 


Extra- Uterine  Pregnancy  235 

arrived  at  term  the  placenta  has  also  reached  its  fullest 
development^  and  so  far  as  my  experience  goes,  the  extra- 
uterine placenta  at  term,  though  often  deformed  in  shape, 
keeps  close  to  the  normal  standard  both  in  size  and  weight. 
The  method  by  which  it  has  attained  this  development 
outside  of  the  uterus  may  well  demand  our  attention.  Mr. 
Sutton  states,  "  the  fully  developed  uterine  placenta  is  com- 
posed of  parts  derived  from  the  maternal  and  foetal  tissues 
in  nearly  equal  parts ;  a  tubal  placenta  is  mainly,  if  not 
entirely  derived  from  the  foetal  tissues."  It  is  true  that 
there  is  no  clear  evidence  of  a  tubal  decidua,  but  the  placenta, 
as  it  increases  in  size  (like  a  new  growth  in  its  progress) 
absorbs,  takes  up  and  metamorphoses  into  its  own  tissue 
that  of  the  Fallopian  tube  in  which  it  was  originally  en- 
closed, and  possibly  the  ovary  of  the  same  side  also.  In  a 
considerable  number  of  cases  it  is  reported  that  neither 
ovary  nor  tube  could  be  identified  on  the  side  of  the  preg- 
nancy. So  completely  is  this  done  that  all  traces  of  the 
tube  may  be  lost  at  term,  or  only  the  fimbriated  end  be 
found,  as  in  the  case  I  have  described. 

When  by  the  reflexion  of  the  amnion  this  invasion  of 
the  placenta  is  limited  to  the  tube  and  broad  ligament  only, 
the  matter  is  solely  one  of  pathological  importance ;  when 
there  is  no  such  limitation  the  consequences  may  be  serious. 

It  will  doubtless  be  noticed  that  what  I  have  said  regard- 
ing the  pathology  and  operative  history  of  tubo-abdominal 
pr^nancy  appears  to  explain  and  confirm  in  some  degree 
the  observations  of  many  of  the  older  writers,  and  I  am 
pleased  to  be  able  in  any  way  to  re-establish  their  credit 
and  re-afiirm  in  the  main  the  correctness  of  their  records. 

It  is  true  that  they  considered  that  the  peritoneum  itself 
might  discharge  the  functions  of  the  fcetal  membranes 
(Parry,  p.  135),  and  that  the  impregnated  ovum  might  from 
the  outset  implant  itself  on  the  peritoneum,  and  in  both  of 
these  guesses  after  truth  they  were  mistaken. 

It  is  true  also  that  in  the  abdominal  or  "  ventral "  preg- 
nancy they  thought  they  saw  the  child  floating  freely  among 
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the  intestines  within  the  peritoneal  cavity  and  did  not  dream 
of  the  almost  invisible  sheath  of  the  adhering  amnion  which 
formed  a  sac  to  the  pregnancy,  but  in  their  observation  of 
the  fact  that  there  was  an  extra-uterine  pregnancy  in  which 
the  child  was  abdominal  or  ventral  in  position,  and  in  their 
opinion  that  this  form  of  pregnancy  deserved  to  be  con- 
sidered as  a  distinct  and  special  variety  of  extra-uterine 
gestation,  they  were  perfectly  justified,  and  modern  research 
tends  only  to  confirm  their  view.  * 

*  NOTE    ON    UTERO-ABDOMINAL    PREGNANCY. 

'*  Abdominal  **  pregnancy  may  be  the  consequence  of  invasion  from 
,the  utenis  as  well  as  from  the  tube.  An  intra-uterine  (normal)  preg- 
nancy, after  rupture  of  the  uterus,  may  extrude  itself  through  the  uterine 
rupture,  and  the  foetus,  enclosed  in  its  amnion,  become  "abdominal"  or 
** ventral"  exactly  as  in  tubo-abdominal  pregnancy.  In  this  case  the 
placenta  remains  within  the  uterus,  so  that  if  this  form  of  pregnancy  be 
included  in  our  consideration  there  is  still  yet  another  (fifth)  position  of 
the  placenta  that  may  be  encountered  in  advanced  abdominal  gestation. 
Dr.  Parry  refers  to  three  cases  of  this  class — the  case  of  Patuna  (Helen 
Zopp),  the  case  of  Hey  (1769),  and  that  of  Hofmeister  (1829). 

The  best  recorded  case  is  a  recent  one  of  Prof.  Leopold's,  and  is  pub- 
lished in  the  Archivfur  Get,  und  Gyn,^  B.  lii.,  p.  376.  The  followiog 
abstract  is  taken  from  the  Epitome  of  Current  Medical  Literature  in  the 
British  Medical  /oumal  for  June  5,  1897  : — 

"Abdominal  Gestation  Completed  to  Term  after  Rupture  of 

THE  Uterus. 

Leopold  {Arch.  f.  Geb.  u.  Gyn.,  Hi.,  p.  376)  relates  that  a  woman, 
aged  42,  ruptured  her  uterus  in  her  twelfth  pregnancy,  two  or  three  weeks 
before  quickening,  by  falling  down  some  cellar  stairs  and  alighting 
heavily  on  her  sacrum  and  nates.  She  had  no  haemorrhage  or  abdominal 
inflammation,  and  soon  recovered  ;  but  from  the  time  the  child's  move- 
ments began  they  caused  such  severe  abdominal  pain  as  to  keep  her 
almost  completely  bedridden.  About  three  weeks  before  the  end  of  her 
term  the  movements  ceased,  she  suffered  from  feelings  of  coldness  and 
heat,  headache,  and  great  discomfort ;  there  was  no  discharge  of  blood 
or  decidua.  On  admission  the  case  was  diagnosed  as  a  left-sided  extra- 
uterine pregnancy,  with  a  mature  foetus  dead  about  three  weeks.  On 
laparotomy  the  child  was  found  in  a  delicate  sac,  and  when  it  was 
extracted  by  the  head,  the  pelvis  and  feet,  which  lay  near  the  pancreas, 
were  followed  by  a  coil  of  small  intestine,  with  which  they  must  have 
been  in  direct  contact.    The  cord  passed  into  the  uterus  through  a 
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II.  TubO'Ligamentary  Pregnancy  {syn. :  Broad  Ligament 

Pregnancy). 

A  growing  pregnancy,  situated  in  the  middle  of  the 
Fallopian  tube,  as  it  expands  the  tube,  instead  of  thinning 
and  bursting  the  upper  part  of  the  tube,  may  separate  the 
layers  of  the  meso-salpinx.  The  space  between  these  layers, 
which  in  the  normal  state  is  non-existent  or  represented  by 
the  merest  line,  becomes  under  these  conditions  a  space  of 
considerable  extent.  An  increasing  amount  of  the  circum- 
ference of  the  tube  is  accordingly  separated  from  its  peri- 
toneal covering  and  exposed  to  loose  connective  tissue 
only.    As  the  tube  expands  still  further,  it  is  only  reasonable 


perpendicular  slit,  about  2  cm.  long,  behind  the  right  broad  ligament. 
The  uterus  was  removed  with  the  placenta,  the  stump  secured  in  the 
al>dominal  wound,  and  gauze  drains  placed  in  the  foetal  cavity  and  pelvis. 
She  left  the  hospital  on  the  forty-fourth  day  in  excellent  condition. 
Leopold  gives  microscopical  and  macroscopical  details  (two  plates),  and 
concludes  that  the  uterine  tissue  had  suffered  from  the  numerous 
pregnancies  and  labours,  in  the  last  three  of  which  the  placenta  had  had 
to  be  removed  by  hand  ;  that  the  rupture  was  caused  by  the  posterior 
sur&ce  coming  into  violent  contact  with  the  promontory  of  the  sacrum, 
and  could  not  have  occurred  before  the  seventeenth  week,  as  the  reflexa 
was  everywhere  in  contact  with  the  uterine  wall ;  that  as  the  placenta 
remained  in  situ  there  could  have  been  no  sudden  escape  of  the  waters, 
the  membranes  could  not  have  given  way  at  first,  but  must  have  pro- 
truded through  the  gap  in  the  uterus,  and  been  followed  by  the  child's 
feet  and  a  great  portion  of  the  cord  ;  and  that  the  extrusion  of  the  child 
must  have  been  gradual.  The  child,  a  boy  50  cm.  in  length,  and  weigh- 
ing 2,720  g.,  was  covered  with  vemix  caseosa,  and  somewhat  macerated  ; 
the  total  length  of  the  cord  (49  cm.)  corresponded  to  maturity.  The 
posterior  wall  of  the  uterus,  very  much  thinned,  showed  a  cicatrix  6  cm. 
across  and  2  mm.  thick,  in  the  centre  of  which  was  the  opening.  A 
sound  passed  freely  into  the  uterus  all  round  the  cord  except  at  the  lower 
side,  where  there  were  some  fine  adhesions  ;  there  was  a  supplementary 
placenta.'*' 

The  diagram  used  to  illustrate  the  intra-ligamentary  position  of  the 
placenta  (**  tubo-ligamentary-abdominal ")  may  also  be  taken  as  repre- 
senting a  utero-abdominal  pregnancy,  the  uterus  being  enlarged  and 
retaining  its  placenta. 
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that  it  should  occasionally  give  way  in  this  direction  and 
that  the  foetus  should  be  extruded  into  the  connective- 
tissue  space  below  the  peritoneum.  This  is  indeed  exactly 
what  happens  in  "  broad  ligament  pregnancy." 

The  rupture  of  the  tube  and  extrusion  of  the  pregnancy 
into  the  broad  ligament  is  usually  accompanied  by  con- 
siderable haemorrhage,  which  still  further  distends  the  space 
beneath  the  peritoneum  and  between  its  layers. 

An  extra  -  peritoneal  hsematocele  or  broad  ligament 
haematoma  is  the  result,  and  in  some  cases  the  pressure  and 
disturbance  caused  by  this  is  sufficient  to  stop  the  progress 
of  the  misplaced  pregnancy.  When  this  is  the  case  the 
haemorrhage  is  slowly  absorbed,  and  if  the  pregnancy  be 
early  and  abortive  it  undergoes  absorption  also. 

Broad  Ligament  Hcematoma  is  of  rather  frequent  occur- 
rence as  a  sequel  to  any  operation  involving  ligature  of  the 
broad  ligament,  especially  when  this  is  done  in  the  spring 
or  early  summer,  and  the  haematoma  is  apt  to  occur  at  the 
first  menstrual  period  subsequent  to  the  operation.  Every 
surgeon  who  practises  operative  gynaecology  must  accord- 
ingly be  well  acquainted  with  its  leading  features.  It  arises 
suddenly  as  a  tumour  or  infiltration  on  one  side  of  the 
uterus,  it  roofs  the  lateral  vaginal  fornix  with  a  boggy,  or 
hard,  immovable  cement  of  blood-clot,  and  gradually  ex- 
tends upwards  towards  the  groin  of  the  affected  side  at 
Poupart's  ligament.  Sometimes  its  pcolongations  below 
are  ill-defined  and  difficult  to  trace,  at  other  times  the 
tumour  is  defined  and  its  border  abrupt.  When  the 
haemorrhage  is  extensive  and  on  the  left  side,  it  may  en- 
circle and  block  the  rectum  as  Mr.  Tait  has  shown.  At 
other  times,  by  burrowing  in  front  of  the  rectum  low  down 
in  the  pouch  of  Douglas  (fig.  6)  as  in  the  case  of  Dr.  Hart 
and  Mr.  Carter,  it  may  produce  a  well-defined  tumour 
behind  the  uterus  that  closely  simulates  the  intra-peritoneal 
swelling  of  a  distended  and  adherent  tube.  It  always 
causes  considerable  pain  (pain  preventing  sleep)  and  is 
frequently  accompanied  by  transient  fever.    Broad  ligament 
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hematoma  is  often  confounded  with  cellulitis,  and  the 
diHerential  diagnosis  is  sometimes  very  difficult.  The  bare 
physical  signs  in  both  conditions  may  be  identical. 

Besides  being  a  rather  frequent  operation  -  sequel, 
hsematoma  of  the  broad  ligament  is  occasionally  met  with 
after  labour  and  abortion,  and  in  connection  with  menstrual 
irregularity  and  arrest  when  no  pregnancy  exists.  Other 
cases  are  due  to  the  intra-ltgamentary  rupture  of  a  tubal 
pregnancy  as  already  explained,  but  these  are  by  no  means 


so  frequent  as  some  writers  would  lead  us  to  suppose.  In 
this  respect  extra-peritonea!  haeniatocele  (broad  ligament 
hasmatoma)  may  be  said  to  contrast  with  intra-peritoneal 
hematocele.  Intra-peritoneal  hiematocele  in  women  is 
almost  always  due  to  tubal  pregnancy ;  hsematoma  of  the 
broad  ligament,  on  the  other  hand,  is  only,  in  the  minority 
of  cases,  due  to  this  condition. 

When  the  pregnant  tube  ruptures  into  the  broad  liga- 
ment, the  haemorrhage  may  be  limited  or  small  in  amount 
and  the  placental  attachment  may  be  undisturbed.  If  so, 
the  tube  retains  its  relation  and  attachment  to  the  placenta 
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while  the  fcetus  (instead  of  escaping  upwards  as  in  abdominal 
pregnancy)  escapes  downwards  between  the  layers  of  the 
broad  ligament  and  undergoes  its  further  development  be< 
neath  the  peritoneum. 

Let  us  take  an  actual  example  of  this  accident  and  study 
it  more  closely.  There  is  a  remarkable  specimen  in  Mason 
College  Museum  (fig.  7)  given  by  Mr.  Hancox,  which  beauti- 
fully shows  the  condition  of  a  broad  ligament  pregnancy 
of  four  months'  growth,  and  is  well  adapted  (or  our 
purpose. 


Flo.  7. 

On  the  right  side  of  the  uterus  in  our  illustration,  the 
fimbriated  end  of  the  Fallopian  tut>e  is  plainly  seen  resting 
upon  the  roof  of  a  large  excavated  chamber  formed  by  the 
upraised  layers  of  the  distended  broad  ligament.  If  we 
trace  the  tube  from  the  fimbriated  end  toward  the  uterus, 
we  find  that  it  is  soon  lost  in  the  expanded  roof  of  the 
broad  ligament  chamber.  The  tube  as  a  tube  exists  no 
longer.  Its  middle  third  is  ruptured  and  spread  out,  and 
forms  the  immediate  vault  of  the  pregnancy  beneath  the 
peritoneum.  It  is  only  with  difficulty  that  we  can  re-dis- 
cover some  trace  of  its  independent  existence  on  the  further 
side  of  the  broad  ligament  tumour  before  it  enters  the 
uterus. 
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The  foetus  has  escaped  from  its  cavernous  bed  by 
secondary  rupture  and  is  now  lying  outside  the  broad  liga- 
ment It  is  still,  however,  connected  by  the  cord,  and  if 
we  could  trace  this  upward  to  its  termination  we  should 
find  the  placenta  attached  to  the  roof  and  lateral  wall  of 
the  cavity  in  the  broad  ligament,  and  plainly  situated  above 
the  original  position  of  the  foetus  which  has  escaped  from  it. 

Hole  thai  the  Placenta  is  Uppermost. — ^The  course  of 
events  has  been  as  follows  : — ^The  impregnated  ovum  was 
arrested  in  the  tube,  where  it  was  arrested  it  adhered,  and 
vital  attachment  took  place.  At  the  point  of  attachment 
the  placenta  was  formed,  and  no  subsequent  growth  of  the 
pregnancy  has  separated  this  attachment.  The  tube,  in- 
stead of  rupturing  upwards  into  the  abdomen,  has  ruptured 
downwards  into  the  broad  ligament.  Into  this  space  the 
foetus  has  been  driven,  and  over  the  buried  foetus  the 
placenta  is  fixed  and  blocks  any  upward  progress.  What 
is  the  inevitable  consequence  ?  If  the  pregnancy  continues 
to  develop,  either  secondary  rupture  must  occur,  or  the 
peritoneum  be  continually  displaced  to  make  room  for  the 
growing  foetus. 

In  this  instance  the  case  has  ended  by  secondary  rupture, 
and  the  patient  has  evidently  died  from  haemorrhage,  or  we 
should  not  have  such  a  specimen  before  us. 

Let  us  now  turn  to  Dr.  Hart  and  Mr.  Carter's  sagittal 
sections  of  a  broad  ligament  pregnancy  at  nearly  the  same 
period  of  growth  (fig.  8).  Here  we  may  see  an  exactly 
similar  condition  beautifully  portrayed  in  section.  Mark  at 
the  highest  point  the  "  top  of  the  distended  broad  ligament 
and  tube  "  ;  below  this,  intimately  attached  and  inseparable 
from  the  tube,  the  mass  of  the  placenta,  and  again  below 
this,  crowded  and  buried  in  the  lowest  part  of  the  pelvis, 
the  unfortunate  foetus. 

Illustrations  intended  to  show  in  section  the  peritoneal 
reflexions,  are  sometimes  confusing  and  difficult  to  under- 
stand, but  this  is  exceedingly  simple  and  intelligible.     The 
pelvic  peritoneum  is  lifted  by  the  growth  of  the  pregnancy 
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until  it  is  no  longer  pelvic,  or  only  slightly  so.  Its  re- 
flexions before  and  behind  are  shallow  depressions  only, 
and  the  arch  of  it  runs  across  from  the  promontory  <rf 
the  sacrum  to  the  pubes. 

In  this  mstance,  too,  the  case  ended  by  secondary 
rupture,  and  the  patient  died  of  haemorrhage,  though  an 
attempt  was  made  to  save  her  by  exploratory  incision. 


Fig.  8. 

Some  of  the  clinical  and  operative  features  of  a  case  at 
this  stage  may  be  gathered  from  the  following  example  : — 

Mrs.  S.  E.  E.,  aged  31,  had  been  married  for  three  years. 
She  miscarried  in  April,  1891,  and  in  February,  1892  (at 
twelve  weeks).  She  menstruated  regularly  from  this  date 
until  July,  1892,  the  last  normal  period  being  at  the  end  of 
this  month.  Amenorrhcea  followed,  continued  for  nearly 
eight  weeks,  and  was  again  succeeded  by  irregular  vaginal 
loss  for  some  two  weeks  before  I  saw  her  on  October  10. 

The  patient  gave  the  history  of  a  sudden  attack  of  pain 
three  weeks  before  on  returning  from  church  in  the  evening, 
violent  abdominal  pain  and  vomiting  being  the  chief 
symptoms.  This  pain  was  repeated  on  the  following 
Thursday  and  Saturday,  and  to  a  less  extent  twice  during 
the  week  that  had  just  passed.    On  examination  I  found 
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the  abdomen  slightly  distended  and  a  hard  tumour  to  the 
right  of  the  middle  line  above  the  pubes.  The  uterus  was 
of  normal  size,  pushed  to  the  left  and  fixed  there.  A  pelvic 
mass  to  the  right  of  the  uterus  was  felt  to  be  one  with  the 
supra-pubic  swelling  and  only  slightly  movable  together 
with  the  uterus.  The  pouch  of  Douglas  was  moderately 
distended  with  fluid.  The  patient  was  feeble ;  temperature 
(on  evening  of  9th)  100°  F. ;  pulse  120.  The  diagnosis 
was  made  of  intra-peritoneal  haematocele  and  free  blood 
in  the  pouch  of  Douglas,  due  to  the  rupture  of  an  extra- 
uterine pregnancy. 

Operation  was  performed  on  the  morning  of  October  11, 
1892,  present :   Dr.  Leslie  Phillips  (who  assisted  me)  and 
Drs.    Edge,    De    la    Ch^rie,   Williams,  and  Addenbrooke. 
Free  fluid  blood  welled  out  on  opening  the  abdomen.    A 
ruptured  pregnancy  was  found  in  the  right  broad  ligament 
filling  up  the  right  side  of  the  pelvis.    The  haemorrhage 
from  this   (into  the  abdomen)  had   been   partly  confined 
by   adherent,    inflamed,    and    greatly    thickened    intestine. 
On  separating  this  the  outer  coat   of   the  bowel  was  at 
one  part  slightly  torn,  and  this  was  sutured  with  a  con- 
tinuous Lembert  suture.     A  large  mole  of  pregnancy  was 
removed  from  the  right  side  of  the  pelvis,  and  the  blood 
and  blood  clot  thoroughly  washed  out  with  warm  water. 
No  pedicle  offered  itself  for  ligation  as  the  pregnancy  had 
been  sub-peritoneal.     The  pelvis  was  drained. 

At  the  close  of  the  operation,  although  very  little  blood 
was  coming  through  the  drainage  tube,  the  patient's  con- 
dition was  very  serious.  The  pulse  was  156.  Nutrient 
enemata  were  ordered  to  be  given  every  four  hours.  In 
the  evening  the  pulse  was  still  156.  On  the  morning  of 
the  12th,  the  pulse  was  148 ;  at  6  p.m.  it  was  again  156. 
On  the  morning  of  the  13th  the  pulse  was  144.  At  4  p.m. 
on  this  day,  the  bowels  were  moved  and  the  pulse  fell  to 
129  at  night.  From  this  date  recovery,  although  slow,  was 
uninterrupted. 

In  abdominal  disease  a  persistently  high  pulse-rate  is, 
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more  than  anything  else,  the  gauge  of  the  severity  of  the 
patient's  condition.     It  is  worthy  of  notice  that  the  severity 
of  this  case  was  as  marked  as  it  could  possibly  be,  com* 
patible  with  final  recovery.    These  cases  of  broad  ligament 
pregnancy    with    secondary    rupture    are    always  serious. 
Before  operation  they  cannot  be  differentiated  from  the 
cases  of  later  rupture  of  the  tube  already  considered,  but 
at  operation  in  the  more  common  tubo-abdominal  rupture, 
the  haemorrhage  can  be  at  once  arrested  by  ligature  of  the 
broad  ligament  and  removal  of  the  tube.     In  the  broad 
ligament    pregnancy  with   secondary  rupture,  the  case  is 
different — ^there    is    nothing    definite    to    tie    unless    one 
ligates    special    vessels;    the    operation    takes  longer,  the 
surgeon   has  to  trust   to  pressure  and   drainage,  and  the 
final  result  is  correspondingly  less  satisfactory  and  certain. 

The  tubo-ligamentary,  or  broad  ligament  pregnancy,  may 
go  on  to  term,  and  in  its  full  development,  and  during  the 
stages  by  which  it  reaches  that  development,  it  differs  very 
materially  from  the  tube-abdominal  or  ventral  pregnancy, 
and  will  need  further  consideration  from  almost  every 
standpoint. 

In  tubo-abdominal  pregnancy,  if  the  patient  survive  the 
fourth  month  and  the  dangers  incidental  to  the  extrusion 
of  the  foetus  from  the  tube,  she  is  free  from  further  danger- 
ous complications  until  the  term  of  pregnancy  is  near  its 
completion.  In  the  tubo-ligamentary,  on  the  other  hand, 
owing  to  the  higher  position  of  the  placenta  and  its  liability 
to  detachment  from  the  growth  of  the  pregnancy,  the  patient 
is  never  free  from  danger  and,  although  many  cases  of  this 
kind  go  on  to  term,  secondary  rupture  and  fatal  haemorrhage 
are  by  no  means  uncommon  or  impossible  at  almost  any 
stage  of  the  development.  In  both  varieties,  the  period  of 
the  third  or  fourth  month  is  a  specially  dangerous  one, 
because  up  to  this  time  the  pregnancy  has  received  the 
support  and  shelter  of  the  pelvis.  When  the  pregnancy 
rises  out  of  the  pelvis  into  the  abdomen,  the  protection 
afforded  by  this  is  lost,  and  in  the  broad  ligament  form  the 
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gradual  elevation  of  the  placenta  brings  an  additional  source 
of  danger. 

If  we  look  at  the  specimens  and  illustrations  already 
taken  as  typical  of  tubo-ligamentary  pregnancy  in  its  earlier 
stages,  it  appears  as  if  the  peritoneum  had  been  equally 
separated  in  all  directions  by  the  growing  pregnancy,  and 
certainly  in  Dr.  Hart  and  Mr.  Carter's  case  of  mid-term 
pregnancy  the  perfect  arch  of  peritoneum  (seen  in  section), 
with  a  sulcus  of  equal  depth  behind  and  in  front,  marks  the 
case  as  one  in  which  the  pregnancy  has  been  (up  to  this 
point)  peculiarly  symmetrical  in  its  growth  and  in  its  dis- 
placement of  the  peritoneum. 

But  it  is  not  always  so.  Earlier  or  later  in  the  history 
of  mqst  tubo-ligamentary  pregnancies,  the  tumour  tends  to 
invade  or  displace  the  layers  of  the  broad  ligament  and  the 
peritoneum  continuous  with  these  unequally.  Sometimes  it 
is  the  anterior  fold  of  peritoneum  which  suffers  the  more 
displacement,  and  owing  to  the  work  of  Dr.  Berry  Hart 
and  Mr.  Carter,  these  are  the  cases  which  are,  at  present, 
more  recognised  and  better  understood. 

The  peritoneum  is  raised  from  the  back,  side,  and  front 
of  the  uterus,  it  is  entirely  lifted  away  from  the  bladder,  it  is 
raised  from  the  anterior  and  lateral  abdominal  wall,  and  in 
this  way  a  good  portion  of  the  pregnancy  comes  to  lie  in 
front  of  the  peritoneum.  The  pregnancy  becomes  in  some 
places  "  sub-peritoneal,"  according  to  common  anatomical 
language,  and  may  (possibly)  be  opened  from  the  outside  of 
the  abdomen  without  the  necessity  of  incising  the  peri- 
toneum anywhere.  The  pregnancy  is,  at  first,  "sub-peri- 
toneo-pelvic,"  and  aftei'wards  (if  it  continues  to  grow) 
"  sub-peritoneo-abdominal."  It  cannot  be  adequately  repre- 
sented by  any  mere  diagrammatic  figure,  as  the  tracing  of 
the  actual  displacement  of  peritoneum  is  intricate,  and  must 
obviously  show  considerable  variations  in  individual  cases. 
If,  however,  we  take  a  sagittal  section  of  the  normal  abdo- 
minal peritoneum,  to  be  roughly  represented  by  the  accom- 
panying figure  (fig.  9),  and  if  we  take  the  changes  produced 
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by  a  normal  (uterine)  pregnancy  to  be  represented  by  fig. 
10,  the  main  or  essential  change  produced  in  it  by  the 
growth  of  this  form  of  tubo-ligamentary  pregnancy  may  be 
approximately  depicted  by  the  following  alteration  (fig.  ii). 


f^t'. 


Fig.  9. 

Now  if  this  diagram  be  compared  with  the  actual  condi- 
tion found  in  a  case  of  advanced  sub-peritoneo-abdominal 
gestation  as  represented  in  the  frozen  section  illustration, 
which  by  the  kindness  of  Dr.  Hart  I  am  permitted  to  repro- 
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Fig.  10. 


Fig.  II. 


duce  (fig.  12),  it  will  at  once  be  evident  that  in  both,  the 
posterior  layer  of  peritoneum  is  unchanged,  and  that  it  can 
be  traced  uninterruptedly  right  down  to  the  bottom  of  the 
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pouch  of  Douglas.  It  is  altogether  anterior  to  this  where 
the  displacement  of  peritoneum  has  occurred,  and  although 
in  the  frozen  section  plate,  this  displacement  is  seen  to  be 
complicated  by  the  retention  or  "  survival "  of  the  vesico- 
uterine fold  (apparently  cut  off  from  the  rest  of  the  peri- 
toneum), yet  the  general  trend  of  the  displacement  or  lifting 
is  exactly  as  shown  in  the  diagram. 

The  anterior  part  of  the  pregnancy  is  that  more  un- 
covered by  peritoneum,  and  might  possibly  be  reached 
by  the  surgeon  without  its  section. 


It  is  of  course  this  form  of  pregnancy  which,  since  it 
was  first  fully  described,  has  been  very  generally  accepted  as 
accounting  for  all  cases  of  advanced  extra-uterine  pregnancy. 
It  is  only  right  to  mention  that  Dr.  Berry  Hart  himself  is 
in  no  way  responsible  for  this,  and  that  nothing  he  has 
written,  so  far  as  I  know,  affords  any  foundation  for  this 
teaching. 


248 


Original  Communications 


As  we  have  already  seen,  tubo-abdominal  or  ventral 
pregnancy  has  quite  another  explanation,  and  is  practically 
distinct  from  the  tubo-Iigamentary  variety  from  the  moment 
that  the  foetus  is  extruded  from  the  tube.  Now  a  con- 
siderable body  of  evidence  has  formed  which  tends  to 
show  that  this  sub-peritoneo-abdominal  pregnancy  which  I 
have  been  describing  is  not  only  quite  distinct  from  ventral 
pregnancy,  but  represents  only  a  part — and  that  perhaps 
the  smaller  part  —  of  the  cases  of  true  broad  ligament 
pregnancy.  For  sometimes,  and  probably  in  the  majority 
of  cases,  it  is  the  posterior  fold  of  peritoneum  (and  not  the 
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anterior)  which  undergoes  the  greater  displacement,  and 
then  the  condition  found  in  advanced  gestation  is  altogether 
different.  The  peritoneum  is  raised  from  the  side  and  back 
of  the  uterus.  It  is  raised  from  the  pouch  of  Douglas  and 
from  the  rectum  and  lifted  upwards  from  the  posterior 
pelvic  wall  as  far  as  the  sacral  promontory.  This  appears 
to  mark  the  usual  limit  of  displacement,  and  the  peritoneum 
thus  raised  appears  to  be  sufficient  to  satisfy  the  require- 
ments of  the  growing  pregnancy  to  term.  The  anterior 
peritoneum  is  quite  undisturbed,  and  a  diagram  ap- 
proximately depicting  the  change  in  the  peritoneal  relations 
will  have  this  outline  (fig.  13). 

On  opening  the  abdomen  at  or  beyond  the  full  period 
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of  gestation,  the  pregnancy  is  seen  to  be  everywhere  covered 
by  peritoneum  much  as  the  uterus  is  in  normal  pregnancy, 
and  it  is  not  until  the  hand  is  passed  behind  the  sac  of 
pregnancy  that  one  realises  that  the  base  of  it  fills  the 
pelvis  on  the  side  from  which  it  is  springing,  and  that  the 
peritoneum  is  reflected  from  above  the  pelvis  directly  on 
to  the  body  of  the  pseudo-uterus.  The  real  uterus  is  found 
beneath  the  sac  of  pregnancy  and  pushed  to  the  opposite 
side. 

This  condition  has  been  recognised  for  some  years  as 
occasionally  met  with  by  the  surgeon  when  operating  for 
the  removal  of  an  extra-uterine  pregnancy  at  term,  but  the 
explanation  of  the  method  of  its  production  was  until  quite 
recently  imperfect  or  wanting.  In  1892  I  reported  a  case 
and  described  the  condition,  drawing  especial  attention  to 
the  intra-peritoneal  nature  of  the  gestation-sac  as  viewed 
from  the  front  after  abdominal  section.  I  also  drew  atten- 
tion to  the  breadth  of  its  base  and  to  the  position  of  the 
uterus,  and  expressed  my  conviction  that  the  gestation-sac 
in  this  variety  of  ectopic  gestation  was  formed  by  a  "  local 
development  of  the  Fallopian  tube  and  broad  ligament" 
(Brit.  Gyn.  Jour.,  August,  1892).  Absolutely  true  as  this 
opinion  was,  being  practically  a  rough  generalisation  of  the 
account  I  have  now  presented,  there  was  not  at  this  time 
sufficient  evidence  to  warrant  any  detailed  history  of  the 
local  development  and  displacement  of  the  broad  ligament. 
My  own  case  and  others  like  it  had  ended  favourably  and, 
so  far  as  I  am  aware,  no  full  or  post-mortem  investigation  as 
to  the  exact  relations  of  the  sac  had  then  been  made.  For 
more  certain  knowledge  we  are  indebted  to  Dr.  Dunning's 
case  {Amer.  Jour,  of  Obstet.,  July,  1867),  in  which  the  sac 
of  pregnancy  was  enucleated  from  beneath  the  peritoneum 
and  the  relations  of  the  peritoneum  to  the  sac  and  the 
amount  and  character  of  its  displacement  admitted  of 
demonstration.  From  the  record  of  this  case  there  can  be 
but  little  doubt  that  Dr.  Dunning  is  right  in  his  contention 
that  this  form  of  pregnancy  is  produced  in  the  first  place 
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by  a  retro-peritoneal  invasion  from  the  broad  ligament,  and 
that  the  majority  of  tubo-ligamentary  pregnancies  belong  to 
this  class  or  subdivision. 

My  own  case  (already  referred  to)  was  as  follows:— 
Mrs.  M.  A.  W.,  aged  36,  has  three  children,  the  youngest 
of  whom  is  2  years  of  age.  The  baby  was  suckled  for 
sixteen  or  seventeen  months,  menstruation  recurring 
regularly  during  the  greater  part  of  the  time.  About  one 
year  ago  the  periods  ceased,  and  although  some  haemor- 
rhage discharge  occasionally  took  place,  this  was  irregular 
and  scanty.  The  abdomen  soon  began  to  swell  and  the 
patient  supposed  that  she  was  pregnant,  but  she  has  never 
clearly  felt  any  movements  of  the  child.  On  February  17, 
1891,  I  saw  her  in  consultation  with  Dr.  Cook  and  made 
the  following  "note."  The  patient  is  very  emaciated, 
sallow  and  anaemic.  Her  tongue  is  catarrhal  and  tremu- 
lous. Pulse  104  (weak).  She  is  feebly  apprehensive, 
crying  out  at  the  thought  of  any  disturbance  of  position 
or  possible  pain  from  palpation  of  the  abdomen.  She 
has  been  confined  to  her  bed  for  more  than  two  months 
with  rigors,  occasional  fever  (temperature  102*),  frequent 
vomiting  and  marked  prostration.  Examination  (under 
anaesthesia)  : — ^The  abdomen  is  enlarged  and  prominent, 
the  enlargement  being  more  marked  upon  the  left  side. 
The  line  of  greatest  girth  measures  42^  inches.  The  en- 
largement is  caused  by  a  firm,  well-defined  swelling,  dull 
on  percussion  and  obscurely  fluctuant  to  touch,  which 
occupies  about  three-fourths  of  the  superficial  abdominal 
area.  It  is  lateral  in  position,  filling  the  whole  of  the  left 
side  of  the  abdomen  below  the  umbilicus  and  extending 
over  about  two-thirds  of  the  right  half  of  the  abdomen. 
The  upper  limit  of  the  tumour  is  circular  or  crescentic  in 
outline,  it  crosses  the  middle  line  half-way  between  the 
umbilicus  and  ensiform  cartilage,  and  is  continued  down- 
wards over  the  right  half  of  the  abdomen  until  lost  to  the 
right  of  the  pubes.  The  tumour,  so  far  as  it  can  be 
examined,  forms  a  regular  globe  and  is  tense  or  resistant 
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to  touch,  except  over  a  limited  area  to  the  right  of  the 
umbilicus.  Here,  a  kind  of  "  ballottement "  or  rather 
pressure  through  fluid  to  a  more  solid  part  beneath,  can  be 
distinctly  made  out.  Per  vaginatn,  the  uterus  can  be  felt 
enlarged,  distinct  from  the  tumour,  and  pushed  to  the  left 
by  it.  The  cervix  is  not  developed  as  in  the  pregnant 
uterus.  The  sound  passes  to  five  inches.  A  large  rounded 
mass  can  be  felt  in  the  pouch  of  Douglas ;  this  appears  to 
be  one  with  the  abdominal  tumour.  Auscultation  of  the 
abdomen  for  any  evidence  of  placental  souffle  or  foetal 
heart-beat  is  negative.  An  alternative  diagnosis  is  made 
of  extra-uterine  pregnancy  with  dead  foetus  or  ovarian 
tumour. 

Operation  was  performed  on  February  27,  1891. 
Present  :  Dr.  Leslie  Phillips,  who  assisted  me,  and  Dr. 
Robinson,  of  Ohio.  I  opened  the  abdomen  over  the  area  of 
least  resistance  already  referred  to,  feeling  assured  that  by 
so  doing  I  should  avoid  the  placenta.  On  dividing  the 
parietal  peritoneum,  which  was  free  from  either  displacement 
or  adhesion,  the  wall  of  the  tumour  became  visible,  dark  red 
or  almost  purple  in  colour.  The  hand  could  be  passed  in 
front  of  the  tumour  on  either  side  and  down  into  the  pelvis. 
Behind  the  tumour  it  was  stopped  at  the  sacral  promontory, 
and  the  peritoneum  appeared  to  be  reflected  from  the  spinal 
column  upwards  over  the  posterior  surface  of  the  tumour.  I 
tapped  the  cyst  with  an  ovariotomy  trocar  and  evacuated 
several  pints  of  dirty  brown  fluid.  On  opening  the  cyst 
a  child  was  seen  within  it,  dead  and  beginning  to  decom- 
pose. I  removed  it.  The  child  was  of  full  size  and  with 
the  exception  of  some  unnatural  enlargement  of  the  head, 
was  otherwise  well  formed.  It  was  of  female  sex  and 
weighed  6|  lbs.  During  the  removal  of  the  child  the  sac, 
which  although  thick  was  very  brittle,  tore  slightly  in  a 
downward  direction,  and  I  noticed  that  great  care  was 
necessary  in  dealing  with  it.  The  upper  part  was  strictly 
intra-peritoneal  and  free  from  adhesions,  except  some  to  the 
great  omentum,  which  were  easily  separated.    It  appeared  to 
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spring  from  the  pelvis,  having  a  very  broad  base,  with  the 
uterus  underneath  it.  Its  interior  was  very  foul,  and  after 
washing  this  out  with  boracic  acid  solution,  I  finished  the 
operation  by  sewing  the  opening  in  the  sac  to  the  abdominal 
incision.  The  placenta  was  not  interfered  with.  The  cord 
was  left  hanging  out  of  the  wound  and  the  sac  was  drained. 
The  placenta  separated  and  came  away  about  four  weeks 
afterwards — this  took  place  without  any  constitutional  dis- 
turbance. The  patient  made  a  perfect  recovery  and  has 
had  a  subsequent  pregnancy,  perfectly  normal  in  every 
respect. 

Advanced  tubo-ligamentary  pregnancy  must  accordingly 
be  divided  into  two  sub-divisions  or  classes  : — 

(i)  The  anterior-ligamentary,  sub-peritoneo-pelvic  or 
sub-peritoneo-abdominal  pregnancy. 

(2)  The  posterior-ligamentary  or  retro-peritoneal  preg- 
nancy. The  first  is  established  by  post-mortem  proof  and 
frozen  sections,  and  does  not  admit  of  any  doubt  or 
question.  The  second  rests  mainly  on  operative  evidence, 
but  that  evidence  is  confirmed  by  more  than  one  operator, 
my  own  experience  being  exactly  similar  to  that  of  Dr. 
Dunning,  and  I  have  very  little  doubt  that  in  time  this 
will  be  supplemented  by  the  confirmatory  evidence  of  post- 
mortem dissection.  Indeed,  I  have  considerable  grounds 
for  believing  that  such  evidence  is  already  to  hand,  and 
may  be  recognised  in  quite  an  old  acquaintance,  viz.,  the 
frozen  section  of  an  extra-uterine  pregnancy  (fig.  14),  which 
is  figured  in  Drs.  Hart  and  Barbour's  Manual  of  Gyncecology 
(1883,  p.  562-3).  In  a  recent  visit  to  Edinburgh,  when 
looking  over  the  preparations  belonging  to  Drs.  Hart  and 
Barbour,  I  was  struck  by  the  fact  that  in  this  section 
no  trace  of  peritoneum  could  be  found  between  the  sac 
of  pregnancy  and  the  sacrum  or  rectum,  and  on  more 
closely  examining  it  with  Dr.  Barbour,  the  condition  found 
appeared  to  be  consistent  with  the  theory  that  the  pregnancy 
had  been  tubo-ligamentary,  and  that  on  the  upper  side  of 
the  section  or  the  part  removed,  the  pregnancy  had  entirely 
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lifted  the  peritoneum  away  from  the  pouch  of  Douglas  and 
the  rectum,  while  in  and  beyond  the  level  of  the  section 
some  remains  of  the  pouch  of  Douglas  still  existed  in  front 
of  the  pregnancy.  The  pregnancy  itself  was  therefore 
strictly  posterior-ligamentary  or  retro-peritoneal,  and  we 
have  accordingly  anatomical  as  well  as  surgical  evidence  of 


Fig.  14. 

the  existence  of  this  as  a  special  form  of  pregnancy.  If  we 
turn  again  to  hg.  4,  we  shall  see,  I  think,  that  this  must  also 
have  been  an  example  of  the  posterior  or  retro-peritoneal 
form  of  tiroad  ligament  pregnancy.  Although  the  bony 
pelvis  is  not  present,  the  position  of  the  sac  as  regards 
the  uterus  and  rectum  appears  to  make  any  other  interpreta- 
tion quite  impossible. 

There  are  two  points  worthy  of  further  notice  in  the 
progress  of  a  tubo-ligaraentary  pregnancy  towards  "  term." 
The  one  relates  to  the  development  of  the  sac,  the  other  to 
the  position  and  integrity  of  the  child  and  placenta. 

In  the  earlier  months  space  for  the  growing  pregnancy  is 
g^ned  (as  we  have  seen)  almost  entirely  by  displacement 
of  the  peritoneum,  and  this  may  be  continued  more  or 
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pregnancies.  The  children  of  ligamentary  pregnancies 
(fig.  14)  and  particularly  those  of  the  posterior  variety 
may  be  free  from  any  visible  defect  whatever. 

III. — Tub<hUterine  Pregnancy  {syn.^  Interstitial  Pregnancy), 

Tubo-Uterine  or  Interstitial  Pregnancy  is  a  rare  condi- 
tion, and  there  are  only  a  few  specimens  which  are  readily 
available. 

Strictly  speaking,  this  pregnancy  is  not  really  e3rtra- 
uterine  or  only  becomes  so  by  rupture  into  the  abdomen, 
but  the  pregnancy  is  "ectopic"  outside  the  uterine  cavity, 
and  it  is  perhaps  the  most  dangerous  of  all  the  forms  of 
ectopic  gestation. 

In  most  of  the  specimens  of  this  disease  or  accident,  it 
appears  to  be  the  tissue  on  one  side  of  the  fundus  which  is 
mainly  invaded  by  the  growing  pregnancy.  The  obstruc- 
tion to  the  passage  of  the  impregnated  ovum  and  its  primary 
attachment  is  probably  exactly  at  the  uterine  ostium  of  the 
tube.  This  refuses  to  admit  the  passage  of  the  "  oosperm," 
the  ostium  is  pushed  before  the  growing  ovum  as  it  in- 
creases in  size,  and  a  burrow  is  formed  into  the  uterine 
tissue  (above  or  to  one  side  of  the  cavity  of  the  uterus) 
where  the  pregnancy  finds  a  temporary  resting  place  and 
bed.  This  naturally  raises  the  height  of  the  uterus  on  the 
side  affected,  and  in  all  the  specimens  I  have  seen  the 
asymmetry  produced  by  this  has  been  very  noticeable,  the 
Fallopian  tube  of  the  non-affected  side  appearing  to  enter 
the  uterus  at  a  lower  level  midway  between  the  (altered) 
fundus  and  cervix. 

In  one  of  the  best  known  specimens  (No.  2517**  of 
the  Guy's  Hospital  Museum),  the  uterine  appendages  of 
the  opposite  side  have  been  removed,  with  the  unfortunate 
result  that  this  asymmetry  is  not  readily  recognisable.  The 
sac  of  pregnancy  appears  to  lie  across  the  fundus  from  right 
to  left,  and  this  is  decidedly  the  impression  given  of  the 
specimen  by  the  illustration  in    Mr.  Bland  Sutton's   book 

(fig.  15)- 

In  reality,  however,  the  unaltered  part  of  the  fundus  lies 
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altogether  to  one  side  of  this  sac  of  pregnancy,  and  the  raw 
surface  where  the  opposite  appendages  have  been  removed 
shows  that  there  is  quite  as  much  distortion  in  this  speci- 
men as  in  that  of  the  Royal  College  of  Surgeons  {4691),  the 
other  specimen  in  Guy's  Hospital  Museum  (25i7**),  and  in 
the  specimen  presented  by  Mr.  Tait  now  standing  in  the 
Mason  College  Museum  (fig.  16).    All  show  alike  that  the 


Fig.  15. 

Fallopian  tube  and  fundus  of  the  side  affected  are  very  con- 
siderably raised  above  the  level  of  the  fundus  and  appendages 
of  the  opposite  side,  and  that  the  tubes  accordingly  appear 
lo  enter  the  uterus  at  different  levels. 

This  asymmetry  may  be  simulated  by  pregnancy  in 
one  part  of  a  double  uterus,  or  by  cornual  pregnancy  in  a 
bi-corned  uterus,  and  indeed,  several  supposed  specimens 
of  interstitial  pregnancy  have  been  found  on  close  examina- 
tion to  be  of  this  nature.  In  both  of  these  conditions, 
however,  there  is  always  some  angle,  more  or  less  well 
marked,  where  the  double  organs  join,  and  this  is  of  course 
absent  in  a  tutK)-uterine  pregnancy. 

VOL.   XIV.— NO.   54.  17 
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A  tubo-uterine  pregnancy  may  continue  to  grow  for 
several  weeks,  to  the  end  of  the  fourth  month  or  even  longer, 
between  uterine  peritoneum  on  the  one  hand  and  uterine 
mucous  membrane  on  the  other.  Sooner  or  later  rupture 
takes  place,  either  downward  into  the  cavity  of  the  uterus, 
or  upward  into  the  abdomen.  The  former  method  of 
rupture  is  a  highly  probable  occurrence,  and  if  it  occurred 
would  presumably  be  followed  by  spontaneous  healing  of 
the  wounded  tissue  and  normal  delivery  at  term,  but  in 
spite  of  the  slenderness  of  the  bridge  of  tissue  usually  exist- 


Fig.  16. 

ing  between  the  sac  of  the  pregnancy  and  the  cavity  of  the 
uterus,  we  have  no  positive  demonstration  that  this  has  ever 
taken  place  alone.  The  only  rupture  that  is  known  to 
occur  is  rupture  into  the  abdomen  (or  into  the  abdomen 
and  uterus  simultaneously)  and  the  result  of  this  is  always 
appalling.  Diffuse  haemorrhage,  worse  (if  possible)  than 
that  which  takes  place  with  early  rupture  of  the  tube,  is  the 
main  feature  of  the  pregnancy,  and  hitherto  this  has  always 
proved  fatal  in  a  very  few  hours. 

The  only  case  approaching,  or  possibly  belonging  to, 
this  class,  which  1  have  met  with  in  the  living  subject,  is  the 
thirty-second  of  my  series. 
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M,  E.  T.,  aged  27,  has  been  married  seven  years.  She 
has  three  children,  the  youngest  of  whom  is  19  months  old. 
She  was  "regular"  until  May  6,  1896,  and  since  this  date 
(until  September  10)  has  had  almost  constant  discharge  of 
brownish  blood.  During  the  latter  part  of  this  time  she 
suffered  with  abdominal  pain  and  tenderness.  Early  in 
September  this  notably  increased,  and  the  severity  of  the 
pain  necessitated  her  confinement  to  bed. 

On  September  8  I  saw  her  and-found  the  abdomen  dis- 
tended and  acutely  tender.    A  fixed  hard  tumour  was  felt 
on  the  left  side,  having  a  crescentic  outline  and  occupying 
the  whole  of  the  left  inguinal  region.     On  vaginal  examina- 
tion the  mass  was  felt  to  be  one  with  the  uterus,  but  on 
passage  of  the  sound  no  increase  was  found  in  the  length  of 
the  uterine  cavity.    The  patient  stated  that  the  swelling  was 
rapidly  increasing  in  size  and  the  lump  in  the  abdomen  had 
only  been  noticed  for  a  few  days.    The  patient's  lips  were 
pale,  and  her  pulse  was  rather  quick  ahd  feeble.    A  diagnosis 
was  made  of  left  tubal  pregnancy  with  haematocele,  and 
operation  was  done  on  September  10,  1896.    On  opening 
the  abdomen  a  large  sac  was  exposed  formed  by  the  ex- 
panded left  cornu  of  the  uterus,  the  left  tube,  and  the  left 
ovary,  and  containing  placental  remains.    This  was  adherent 
to  omentum  and  intestine,  the  union  with  the  latter  being  so 
intimate  that  separation  had  to  be  made  by  incision.    When 
the  sac  was  fully  freed,  opened,  and  cleaned,  it  was  seen  that 
the  uterine  part  of  it  had  apparently  invaded  the  uterine 
tissue  of  the  cornu,  and  this,  together  with  the  base  of  the 
sac  and  the  left  broad  ligament,  was  ligatured  off  from  the 
rest  of  the  uterus  in  four  sections,  leaving  a  long  oblique 
wound  on  the  left  side  of  the  fundus.    The  haemorrhage 
was  then  controlled  and  the  abdomen  was  closed,  a  drain 
being  left  in  the  pelvis.    The  patient  made  a  good  recovery. 
On  examination  of  the  specimen  removed  it  appears,  I 
think,  as  if  the  pregnancy  had  been  originally  purely  tubal, 
and  (possibly)  a  pregnancy  of  the  outer  part  of  the  tube, 
that  it  had  become  firmly  adherent  to  the  uterus  and  ovary, 
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and  had  quite  secondarily  invaded  the  side  of  the  uterus 
in  process  of  growth. 

If  so,  it  is  a  special  form  of  tubo-uterine  pregnancy, 
which  at  present  is  unrecognised,  and  certainly  demands 
our  attention.  A  specimen  recently  shown  me  by  Dr. 
Cullingworth,  and  already  referred  to  in  my  first  lecture, 
appears  to  me  (at  all  events  so  far  as  1  have  been  able  to 
examine  it)  to  be  essentially  of  the  same  nature  as  r^ards 
the  invasion  of  the  uterus. 

This  specimen  (fig.  17)  is  one  in  which  a  tubal  (or  tubo- 
uterine)  pregnancy  has  been  complicated  with  myoma  of 
the  uterus.  The  foetus  is  contained  in  a  curious  diverticulum 
of  the  tube,  while  the  placenta  appears  to  have  invaded  the 
substance  of  the  uterus.  The  upper  part  of  the  uterus 
(containing  both  pregnancy  and  myomata)  was  removed 
by  hysterectomy  and  the  following  is  a  rough  sketch  of  the 
parts   removed.      In   this   case  there   had   been    no   intra- 


peritoneal bleeding  at  the  time  of  operation.  Whether 
Dr.  Cullingworth  would  agree  with  me  or  not  I  am  unable 
to  say,  but  it  appears  to  me  that  this  is  (like  my  own)  a 
tubal  pregnancy  which  has  secondarily  invaded  the  uterus. 

In  some  of  the  older  statistics  of  extra-uterine  pregnane)' 
cases  of  "  interstitial "  pregnancy  figure  largely,  and  in  far 
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higher  proportion  than  in  any  statistics  obtained  from  later 
experience.  Thus,  in  Parry's  500  cases  31  are  stated  to 
have  been  "  insterstitial/'  while  in  Hennig's  list  of  the  same 
date  (1-876)  in  150  cases  42  are  reckoned  as  interstitial. 
These  numbers  must  almost  necessarily  be  largely  mistaken, 
since  any  recent  specimen  is  only  of  rare  occurrence,  and 
it  is  highly  probable  that  some  tubo-ligamentary  and  cornual 
pregnancies  have  been  included  by  mistake.  When  a  speci- 
men is  difHcult  to  place,  the  position  of  the  round  ligament 
with  regard  to  the  pregnancy  is  sometimes  of  service  in 
deciding  its  true  character.  This  should  be  on  the  uterine 
side  of  a  tubal  or  tubo-ligamentary  pregnancy,  while  it  should 
be  on  the  other  side  or  in  the  anterior  wall  of  an  interstitial 
or  cornual  pregnancy.  The  position  of  the  round  ligament, 
as  a  guide  to  the  differentiation  of  cornual  pregnancy,  was 
first  pointed  out  by  Virchow,  afterwards  utilised  by  Professor 
Turner  of  Edinburgh,  and  has  proved  of  very  great  value. 
It  is  not,  however,  an  infallible  guide.  I  have  quite  lately 
seen  an  intra-ligamentary  tumour  in  which  a  large  mass  of 
the  tumour  was  bulging  between  the  round  ligament  and 
uterus.  The  normal  relations  had  been  so  altered  by  the 
growth  of  the  tumour  that  what  should  have  been  the 
uterine  end  of  the  round  ligament  was  lost  on  the  surface 
of  the  tumour,  and  no  direct  connection  could  be  traced 
between  this  and  the  uterus.  Yet  the  latter  was  intact,  and 
the  tumour  was  removed  without  any  injury  to  the  uterus. 
This  occurred  in  the  hospital  practice  of  my  colleague, 
Mr.  Jordan  (February,  1898). 
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Notes  of  Twenty-Five  Consecutive  Successful 

Abdominal  Sections. 

By  E.  Tenison  Collins,  M.R.C.S. 

The  following  cases  represent  the  whole  of  my  abdo- 
minal sections  during  the  past  eighteen  months  ;  (possibly 
as  the  result  of  improved  technique)  they  were  uniformly 
successful,  and  compare  favourably  with  my  preceding 
twenty-five,  in  which  I  had  three  deaths.  For  the  most 
part  these  cases  have  been  operated  upon  in  private 
houses,  but  the  last  twelve  have  been  done  in  my  private 
nursing  home.  Stimulated  by  a  visit  to  the  President's 
Surgical  Home,  I  have  fitted  up  in  mine  an  operating 
theatre,  in  the  establishment  of  which  I  have  to  acknow- 
ledge the  kindness  of  the  President  for  his  advice,  and 
for  the  assistance  derived  from  his  communication  on 
"Asepsis  and  Antisepsis  in  Gynaecology,"  contained  in 
last  year's  volume  of  the  Transactions,  The  angles  of 
this  room  are  all  rounded  ;  the  entire  surface,  after  thorough 
preparation,  is  painted  with  white  French  lacquer  (M. 
Flicoteaux,  of  Paris)  ;  this  gives  a  beautifully  smooth  hard 
shining  surface,  which  can  be  scrubbed.  In  addition  to 
the  usual  tables  there  is  a  shelf  for  sponge  bottles,  &c.,  an 
air-tight  and  dust-proof  instrument  case,  a  small  dust-proof 
case  for  ligatures  contained  in  Barker's  tubes  held  upright 
by  bicycle  spring  clips,  a  condensing  stove  which  requires 
no  chimney,  and  a  cupboard  in  which  is  kept  operating 
suits,  blankets,  waterproofs,  &c.,  used  in  the  theatre.  The 
waterproofs  are  "Batiste,"  a  thin  material  like  jaconette, 
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but  which  can  be  boiled.  On  the  floor  of  this  cupboard 
an  Alformant  lamp  is  placed,  and  its  contents  submitted  to 
formalin  fumes  before  operation.  Off  the  theatre  is  a 
smaller  f 00m  fitted  with  Pasteur-Chamberland  filter,  wash- 
ing basin,  copper  urns  for  water,  instrument  sterilizer,  and 
hot-air  sterilizer  ;  and  by  means  of  a  glass  door  the  heat 
produced  by  the  Bunsens  is  kept  out  of  the  operating 
room.  There  is  no  communication  with  the  drains,  the 
water  from  the  basin  running  into  an  enamel  bucket 
below.  Over  the  basin  is  a  glass  bottle  containing  liquid 
soap,  which  is  liberated  by  a  spring.  The  only  water 
supply  is  through  the  filter,  which  runs  so  slowly  that 
the  nurses  are  necessarily  compelled  to  draw  water  for 
any  purpose  from  the  urns.  Of  these  there  are  three, 
each  containing  three  gallons  of  filtered  water  boiled  for 
half  an  hour.  The  sterilization  is  so  arranged  that  one 
urn  is  cold,  the  second  warm,  and  the  third  boiling  during 
an  operation.  For  want  of  a  supply  of  cold  sterilized 
u'ater  I  have  lately  seen  the  most  careful  aseptic  pre- 
cautions rendered  useless  by  reducing  the  boiling  water 
in  instruments,  trays,  and  irrigators  to  a  suitable  tempera- 
ture with  cold  water  drawn  direct  from  the  tap. 

Preparatiofufor  Operation. — ^The  blunt  instruments  are  all 
boiled  in  soda  solution  and  lifted  into  glass  trays  containing 
boiled  water,  the  sharp  instruments  )3eing  merely  dipped  in 
boiling  soda  solution.  Everything  which  comes  into  con- 
tact with  the  wound,  such  as  boric  acid  powder,  gauze 
dressings,  and  bandages,  are  sterilized  by  dry  heat  to 
350°  F.,  and  only  taken  from  the  sterilizer  when  they  are 
to  be  used.  The  abdomen  is  previously  cleansed  by  the 
nurse,  covered  with  a  sterilized  towel  wrung  out  in  i  in  40 
carbolic,  or  the  vagina  irrigated  with  perchloride  of  mercury 
I  in  2,000.  At  the  time  of  operation  I  thoroughly  scrub 
the  exposed  surface  with  soap  and  water  and  cleanse  the 
vagina  with  iodine  water.  For  the  hands  of  myself, 
assistant,  and  nurses,  I  rely  upon  a  good  scrubbing  with 
soap  and  hot  water,  a  separate  sterilized  brush  being  pro- 
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vided  for  the  patient,  and  every  one  engaged  in  the  opera- 
tion. I  have  returned  to  the  use  of  sponges,  as  gauze  mops 
are  not  so  absorbent,  and  (when  wet)  fold  into  such  small 
compass  that  they  are  apt  to  be  lost  in  the  abdomen.  For 
ligatures  I  only  use  silk  and  silkworm  gut,  sterilized  by 
boiling  and  kept  in  i  in  20  carbolic.  Catgut  I  have  not 
used  for  some  time,  being  dissatisfied  with  its  preparation, 
but  I  intend  preparing  some  by  a  method  explained  to  me 
recently  by  Dr.  Theodore  Landau,  of  Berlin,  and  trying 
it.  It  is  my  usual  custom  to  have  as  my  chief  assistant 
my  matron.  Miss  Hill,  who  has  assisted  in  19  out  of  the 
25  cases,  and  who  is  imbued  with  an  aseptic  conscience ; 
to  her  assiduous  after  attention  I  owe  a  successful  issue  in 
several  cases. 

From  the  above  it  will  be  seen  that  with  the  exception 
of  the  carbolic  cloth  and  carbolised  water  for  ligatures  and 
cleansing  sponges  I  depend  rather  upon  aseptic  than  anti- 
septic precautions,  and  am  in  this  respect  a  disciple  of  my 
former  master,  Mr.  Lawson  Tait,  who  never  used  any  anti- 
septic, and  of  Dr.  Bantock,  who  never  tires  of  promul- 
gating the  doctrine  of  "asepsis,"  or,  as  he  prefers  to  call 
it,  "cleanliness."  Indeed,  in  many  ways  I  am  inclined  to 
think  we  are  infected  with  the  bacillus  imikitioms,  and  do 
many  things  rather  from  routine  than  thought.  I  am  not 
persuaded  that  the  detailed  methods  of  preparing  the  hands 
as  adopted  by  American  and  German  surgeons  are  neces- 
sary, unless  one  has  to  dabble  in  septic  matter,  and  then 
the  sterilization  should  commence  directly  after  the  opera- 
tion is  completed,  and  be  repeated  every  twelve  hours  for 
two  days.  Dr.  Welch  has  demonstrated  that  the  staphy- 
lococcus epidermidis  albus  lies  so  deep  in  the  skin  and 
hair  follicles  that  no  chemical  disinfection  of  the  skin  can 
destroy  it;  therefore  I  believe  that  a  clean  man's  hands  are 
surgically,  if  not  bacteriologically,  sterilized  by  scrubbing. 

After  Operation. — ^The  instruments  are  scrubbed  in  nearly 
boiling  soda  solution,  placed  in  the  hot-air  sterilizer  till 
dry,  then  put  away  in  the  instrument  cabinet.    The  scrub- 
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bing  brushes  are  all  boiled  and  put  into  glass  boxes  con- 
taining I  in  20  carbolic  lotion.  The  sponges  are  thoroughly 
washed  in  hot  soda  solution,  rinsed  in  ammonia,  and  then 
in  hot  water ;  left  in  i  in  20  carbolic  for  twelve  hours,  dried 
in  the  sterilizer,  and  put  away  into  glass  jars — there  being 
separate  sponges  for  abdominal,  perineal,  and  vaginal  work. 
Any  sponge  contaminated  with  pus  is  burnt. 

After  Treatment. — I  never  use  morphia  or  ice,  and  pep- 
tonised  milk  only  after  the  bowels  have  acted.  I  invariably 
give  a  mild  aperient  on  the  second  evening,  and  commence 
solid  food  on  the  morning  of  the  third  day. 

The  numbers  of  the  following  «otes  refer  to  the  cases  in 
the  list  at  the  end  of  this  paper  : — 

(i)  Appendiceal  Abscess  in  a  child  aged  13.  Assisted  by 
Dr.  Skyrme.  I  opened  the  abdomen  and  drained  the 
abscess  cavity.  The  temperature,  which  before  operation 
had  been  104°  F.,  dropped  to  100°  F.  A  fortnight  later 
there  was  another  rise  of  temperature  and  a  rigor,  the 
wound  having  closed.  It  was  re-opened,  about  an  ounce 
of  fceculent  pus  liberated,  the  cavity  packed  with  cyanide 
gauze,  and  allowed  to  heal  from  the  bottom.  The  appendix 
was  not  seen  or  searched  for  either  time ;  the  child  is  now 
absolutely  well  and  vigorous. 

(2)  Carcinoma  of  the  Fundus,  discovered  after  full  dila- 
tation. Vaginal  hysterectomy  was  performed,  and  the 
specimen  shown  before  the  Society  on  October  14,  1897. 
The  patient  is  now  most  active  and  vigorous,  and  has  no 
signs  of  recurrence. 

(6)  Cancer  of  Cervical  Canal, — Vaginal  hysterectomy  and 
specimen  shown  at  meeting  of  the  Society  on  October  14, 
1897.  T^^  patient  is  perfectly  well  at  the  present  time,  and 
has  recovered  from  her  anaemic  condition. 

(8  and  23)  Ovarian  Cyst.  Second  Operation. — ^These 
numbers  refer  to  the  same  case.  After  recovery  from  the 
first  operation  she  complained  of  constant  pain  in  the 
abdomen,  chronic  dyspepsia  and  constipation,  for  which 
I  sent  her  to  Dr,  A,  W.  Sheen.     He  suggested  that  her 
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trouble  was  probably  due  to  intestinal  adhesion  to  the 
pedicle,  which  was  a  large  fleshy  one.  Personally  I  did  not 
think  this,  but  at  the  patient's  request  I  reopened  the  ab- 
domen ten  months  after  the  first  operation  and  found 
nothing.  Dr,  Sheen  (being  present)  also  explored  the 
peritoneal  cavity.  She  made  an  equally  good  recovery 
from  the  second  laparotomy. 

(9  and  10)  Chronic  Salpingo-Oophofitis. — In  these  cases 
I  had  the  invaluable  assistance  of  Mr.  Lawson  Tait,  who  was 
staying  with  me. 

(11)  Tubercular  Peritonitis  with  Obstruction. — Child,  aged 
14.  On  opening  the  abdomen,  assisted  by  Dr.  Duncan 
Cooper,  the  omentum  and  intestines  were  found  covered 
with  disseminated  tubercular  nodules  with  general  adhe- 
sions, but  no  encysted  fluid.  The  adhesions  were  carefully 
separated,  and  the  acute  pain,  vomiting  and  threatened 
obstruction  at  once  relieved.  A  small  faecal  fistula  followed 
but  subsequently  closed.  The  patient  is  still  living,  and  on 
the  whole  better  than  she  was  a  year  ago. 

(12)  (Edematous  Myoma.  Panhysterectomy. — History 
given  and  specimen  shown  before  the  Society  on  No- 
vember II,  1897.  The  patient  is  now  perfectly  well  and 
rides  a  bicycle. 

(14)  Myomectomy.  Total  Rupture  of  Abdominal  Wound. 
— ^This  patient  had  a  pediculated  myoma  about  the  size  of 
a  cocoa  nut  attached  to  the  fundus,  two  small  myomata  on 
anterior  wall,  and  one  the  size  of  a  Tangerine  orange  in  the 
right  broad  ligament.  The  operation  was  performed  for 
constant  pain  and  bladder  symptoms.  Assisted  by  Dr.  W. 
Taylor,  the  pediculated  growth  was  removed  and  the  edges 
of  the  stump  brought  together  by  a  continuous  suture.  The 
appendages  were  removed  to  arrest  the  growth  of  the  other 
tumours.  For  several  days  there  was  continuous  bilious 
vomiting  and  flatulence,  although  the  bowels  were  acting. 
On  the  eighth  day  I  removed  the  abdominal  sutures.  In  the 
afternoon  the  patient,  contrary  to  instruction  and  warning, 
raised  herself  in  bed  in  the  presence  of  her  husband  and  felt 
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something  give  way.  She  did  not  mention  it  to  the  nurse 
nor  to  me  when  I  saw  her  about  10  p.m.  She  was  very 
comfortable,  pulse  82,  temperature  normal,  and  she  had 
enjoyed  her  supper.  At  11  p.m.  I  was  sunmioned,  because 
the  nurse  had  noticed  some  blood  on  the  lower  folds  of  the 
bandage.  On  exposing  the  abdomen  I  found  the  wound 
opened  in  its  full  length,  and  intestine  and  omentum  pro- 
truding. These  I  washed  with  warm  boric  acid  lotion, 
gently  returned  them,  brought  the  edges  together  with  strap- 
ping and  sent  for  Dr.  A.  Taylor  in  the  absence  of  his  father. 
He  administered  chloroform,  and  the  wound  was  re-sutured. 
Her  temperature  the  next  morning  was  98*8°  F.,  and  pulse  92 ; 
she  progressed  without  the  slightest  interruption  and  went 
out  in  a  month.  She  was  very  stout,  and  the  incessant 
vomiting  had,  no  doubt,  weakened  the  primary  union.  I 
have  examined  her  recently  and  found  the  broad  ligament 
growth  considerably  diminished  in  size. 

(18)  Panhysterectomy  for  Myoma. — ^The  myomatous  con- 
dition was  discovered  by  Dr.  Bassett,  who  was  called  to  see 
her  for  retention  of  urine  about  eighteen  months  ago.  He 
found  the  pelvis  occupied  by  a  large  myoma.  Growth  con- 
tinued upwards  and  downwards.  In  September,  1897,  a 
sloughing  mass  protruded  from  the  vulva ;  this  was  removed 
and  was  estimated  at  3  lbs.  in  weight.  For  some  time  after 
she  had  a  septic  temperature.  On  February  14,  1898,  a 
similar  condition  recurred  and  I  removed  about  2  lbs.,  getting 
quite  clear  of  the  gangrenous  portion.  The  vagina  was 
thoroughly  irrigated  with  double  cyanide  solution  i  in  2,000, 
and  packed  with  dry  iodoform  gauze.  She  had  no  subse- 
quent rise  of  temperature.  The  abdominal  portion  of  the 
tumour  filled  the  abdomen  up  to  the  sternum,  and  only  in 
the  flanks  and  epigastrium  could  any  resonant  area  be 
found. 

She  was  admitted  into  my  Home  on  March  18,  1898. 
She  was  extremely  emaciated,  had  a  trace  of  albumen  in  her 
urine,  a  very  offensive  purulent  vaginal  discharge,  and  slight 
elevation  of  temperature.    Projecting  from  the  thinned-out 
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cervix  was  the  stump  resulting  from  the  previous  partial 
removal.  A  sound  in  the  bladder  passed  up  the  left  side  of 
tumour,  almost  reaching  to  the  level  of  the  umbilicus.  Pan- 
hysterectomy was  performed  on  March  20.  The  vagina 
being  thoroughly  irrigated  and  cleansed  as  much  as  possible, 
a  pack  of  sterilised  gauze  was  placed  around  the  vaginal 
surface  of  the  cervix  and  over  protruding  mass,  to  absorb 
any  further  discharge. 

The  patient  being  in  partial  Trendelenburg  position,  the 
abdomen  was  opened  from  one  inch  below  ensiform  carti- 
lage to  midway  between  umbilicus  and  pubes.    The  upper 
part  of  the  tumour  was  delivered  and  the  upper  borders 
of  the  broad  ligaments  tied  oflF  and  divided  outside  the 
appendages.    A  second  ligature  was  placed  on  the   next 
portion  of  the  broad  ligaments  and  divided.    The  vaginal 
gauze  was  withdrawn  and  a   long  Galabin's  steel  dilator 
introduced   by  Dr.  Bassett.    A  semi-circular  incision   was 
made    over    the    front  of    the    tumour   and    the  bladder 
gradually  separated  off  and  pushed  down.     The  vaginal 
instrument  was  felt,  cut  down   upon  and  anterior  fornix 
opened.      Considerable    haemorrhage    from    large    venous 
sinuses  in   left  broad   ligament  was    arrested  by  ligature. 
The    tumour    was    pulled   well    over  the  pubes  and  the 
posterior  vaginal  fornix  opened ;   the  bases  of  the  broad 
ligaments  opened  out,  the  uterine  arteries  picked  up  with 
an  aneurism   needle,  carrying  a  ligature  and  firmly  tied, 
both  ureters  being  in  view.     The  remaining  parts  of  the 
broad  ligaments  being  divided,  the  tumour  was  lifted  out 
of    the  pelvis.      To    counteract  shock  the  abdomen  was 
rapidly  flushed  with  hot  water,  which  escaped  through  a 
Ferguson's  speculum  in  the  vagina.    The  vaginal  roof  was 
closed  by  two  sutures  in   middle  line  and  a  long  gauze 
tampon  drawn  through  the  open    sides  of    vagina  from 
below  and  left  in  situ.    The  patient  was  returned  to  bed, 
the  operation  having  lasted  two  hours  and  twenty  minutes. 
There  was  considerable  shock,  but  on  the  third  day  the 
bowels  had  acted.    She  was  taking  nourishment  well ;  pulse 
80  and  temperature  99**  F. 


To  illuslrale  Mr.  E.  Tbnison  Collins'  Paper, 
Iol»  of  Twenly-fire  Conseeulive  Successful  Abdominal 
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On  examination  the  tumour  was  found  to  be  an  inter- 
stitial myoma  with  intra-uterine  evolution,  invading  the 
right  side  and  fundus  of  the  uterus.  The  uterine  cavity  is 
to  the  left  of  the  mass,  and  measured  four  inches.  It  was 
evident  that  the  thinned-out  cervix  had  been  divided  and 
partly  left  behind,  and  that  the  sound  must  have  been 
inside  the  cervix  between  it  and  projecting  growth.  Taking 
into  account  the  position  of  the  patient,  the  drawn-up 
tumour,  the  large  mass  in  vagina,  and  a  retracted  thin 
cervix,  the  oversight  was  a  very  easy  one. 

The  tumour  measured  12^  inches  in  length,  7  inches  in 
diameter  at  the  fundus,  4^  inches  in  diameter  at  its  lower 
end,  and  22^  inches  in  its  greatest  circumference.  A 
week  after  removal  it  weighed  14  lbs.,  and  had  shrunk 
considerably. 

The  subsequent  recovery  was  slow  but  sure.  A  week 
after  operation  she  had  dribbling  of  urine  from  the  vagina, 
but  whether  from  a  bladder  or  ureteral  fistula  I  cannot  say. 
It,  however,  soon  ceased,  and  she  left  my  Home  on  April  7, 
or  eighteen  days  after  operation.  I  have  seen  her  recently, 
she  has  put  on  flesh,  looks  remarkably  well,  and  is  able  to 
walk  two  to  three  miles  without  fatigue. 

In  the  photograph  the  figures  represent — (i)  The  right 
ovary  and  tube ;  (2)  the  left  ovary  and  tube ;  (3)  the 
round  ligaments ;  (4)  the  cut  edge  of  cervix ;  (5)  a  stem 
in  uterine  cavity  ;  (6)  the  surface  of  bladder  attachment. 

(19)  Salpingo-Oophorectomy,  Internal  Hamorrhage,  Ab- 
domen Re-opened. — Patient  very  stout,  with  a  deep  capacious 
pelvis ;  appendages  adherent  to  small  intestine  and  round 
Douglas'  pouch.  Considerable  difficulty  was  experienced 
in  setting  them  free,  and  the  ligature  of  the  right  pedicle 
cut  through  on  tying.  A  clamp  was  therefore  placed  on 
cornu  of  uterus  and  another  on  broad  ligament.  The 
oozing  from  adherent  surfaces  was  checked  by  hot  sponges 
and  ligatures,  and  a  drainage  tube  inserted.  Twelve  hours 
after  operation  I  was  sent  for  and  found  patient  very 
anaemic,   pulse   130,  and  respirations   26.      Ether  was  at 
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once  administered  by  Dr.  Skyrme  and  the  abdomen  re- 
opened. About  a  pint  and  a  half  of  blood  clot  v^as 
turned  out  and  several  bleeding  points  discovered  low 
down  in  the  pelvis  and  on  back  of  uterus.  These  were 
picked  up  in  long  pressure  forceps,  and,  no  further  haemor- 
rhage being  noticed,  the  abdomen  was  flushed  with  hot 
water,  the  drainage  tube  re-inserted,  and  wound  closed- 
loose  sutures  being  left  in  situ  to  tie  after  removal  of  the 
clamps,  which  was  done  in  thirty-six  hours.  The  patient 
made  an  ordinary  recovery  and  left  the  Home  in  sixteen 
days. 

(21)  Large  Ovarian  Cyst  in  a  Girl  of  16. — ^The  patient  had 
been  tapped  several  times.  I  saw  her  on  April  21,  1898. 
The  abdomen  was  enormously  distended,  dull  on  percussion 
everywhere  except  in  epigastrium,  very  distinct  fluctuation  ; 
she  was  emaciated.  She  was  admitted  on  May  4,  and 
operated  on  the  following  day.  The  tumour  was  adherent 
to  ascending  colon  and  to  coils  of  small  intestine.  It  was 
delivered  through  a  five-inch  incision  after  being  partly 
emptied,  a  large  solid  mass  being  in  right  iliac  region.  The 
growth  was  left-sided,  and  contained  12^  pints  of  fluid. 
There  was  no  shock,  and  her  convalescence  was  remarkably 
rapid. 

(22)  Acute  PyO'Salpinx. — This  case  I  saw  with  Dr.  J. 
Rees,  on  March  25,  1898.  There  was  no  swelling  to  be  felt 
externally,  but  per  vaginam  the  left  appendages  were  very 
tender  and  enlarged.  They  continued  to  increase  in  size, 
and  on  March  30  the  uterus  was  pushed  forward  by  a  semi- 
solid swelling  in  Douglas'  pouch  and  left  fornix.  I  looked 
upon  this  as  a  haemato-salpinx.  Gentle  warm  irrigation  and 
stupes  were  continued.  On  April  3  the  swelling  was  fluc- 
tuating, there  was  sweating  and  a  temperature  of  104*^  F.  but 
no  rigor.  I  decided  to  open  the  tube  per  vaginam,  which, 
with  Dr.  Rees'  assistance,  I  did,  and  let  out  half  a  pint  of 
coffee-coloured  pus.  After  this  the  temperature  gradually 
fell  and  her  condition  improved.  On  May  5  she  was  ad- 
mitted to  my  Home  and  the  abdomen  opened  on  the  7th. 
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The  left  appendages  were  bound  down  by  adhesions  and  to 
sigmoid  flexure.  The  right  were  atrophied  and  adherent. 
Both  were  removed  and  she  made  an  ordinary  recovery. 

(25)  Vaginal  Hysterectomy,  Age  66. — With  the  assistance 
of  Dr.  W.  Taylor  this  operation  was  performed  on  July  14, 
1898,  for  the  relief  of  haemorrhage,  and  she  is  progressing 
most  favourably.  The  main  difficulty  was  that  the  uterine 
tissue  was  so  friable  that  no  grip  could  be  obtained  or  trac- 
tion made.  I  had,  therefore,  after  opening  Douglas'  pouch 
and  partially  separating  the  bladder,  to  make  traction  on 
broad  ligaments  with  clamps,  and  repeating  this  plan  until 
the  whole  was  removed.  Five  medium  clamps  were  fixed 
on  each  side,  the  left  tube  and  ovary  being  alone  tied  off. 
The  clamps  were  removed  in  thirty-six  hours.  From  this 
onward  she  passed  her  own  urine,  and  the  ligature  came 
away  on  the  ninth  day.  After  the  bladder  was  separated  off, 
the  ureters  were  pushed  well  away  to  the  pelvic  wall,  and 
the  broad  ligaments  clamped  as  close  to  the  pelvis  as 
possible.  No  enlarged  glands  could  be  felt.  The  operation 
lasted  two  hours. 

Ancesthetics, — In  all  these  cases  ether  has  been  used,  by 
Mr.  Morland,  10  times  ;  Dr.  A.  W.  Sheen,  10  ;  Dr.  Skyrme, 
5 ;  Dr.  Mitchell  Stevens,  once  ;  Dr.  Shepherd,  once ;  Dr^ 
Arthur  Taylor  (CHClj,  No.  14),  once. 


iiiiiSUMMii  Siiii'iSiii 


mt' 


-a-ag  g  |'Ei|  I  g  g  S.B 


^:- 


itllf 


■  •■3-3  ■  ■ 
.  .SI  .  . 
■■If- 


nil 


,3    ii 


1"- 


i!    -Hi. 


=       111       a.      a    =    •Sj. 


■j>  d«  oo  tS  *  -r  j  ■Tpi  (J 


s,^* 


Reviews  273 


REVIEWS. 

Physician  and  Philosopher.     "  Religio  Medici  "  and 
other  essays ;  a  new  edition.    By  Dr.  Lloyd  Roberts. 

Among  books,  there  is  a  certain  class,  our  classics,  with 
which  circulating  or  even  public  libraries  help  us  little,  and 
which  to  be  of  service  to  the  reader  must  be  at  hand  on 
his  own  bookshelves.  The  accumulation  of  even  a  moderate 
library  requires  not  only  time  and  money,  but  space,  and 
we  are  therefore  much  indebted  to  Dr.  Lloyd  Roberts  for 
bringing  together  into  a  neat  and  handy  volume  some  of 
the  more  important  works  of  such  a  writer  as  Sir  Thomas 
Browne. 

The  volume  contains  not  only  the  famous  essay,  "  Religio 
Medici,"  at  once  the  firstfruits  of  his  pen,  and  the  most 
characteristic  of  his  writings,  but  his  "  Hydriotaphia,"  the 
product  of  maturer  years  and  perhaps  his  masterpiece,  and 
other  essays  of  lesser  note.  The  editor  has  also  added  a 
biographical  preface  and  criticism  of  the  author's  works. 

De  Quincey,  Carlyle,  and  other  masters  of  style  have 
paid  tribute  to  Sir  Thomas  Browne's  genius  as  a  writer,  but 
to  the  student  of  science  he  presents  another  and  equally 
interesting  aspect.  Educated  at  Winchester  and  Oxford, 
he  received  his  medical  training  at  Montpellier,  and  after- 
wards at  the  University  of  Padua,  the  school  which  pro- 
duced his  greater  contemporary  Hervey,  under  teachers 
who  had  freed  themselves  from  the  trammels  of  empiricism, 
and  who  taught  physic  as  a  science,  on  the  basis  of  observa- 
tion. Although,  however,  he  might  have  attained  a  con- 
siderable local  reputation,  he  was,  unlike  Hervey,  from  his 
very  nature,  incapable  of  becoming  an  investigator,  and  the 
vol.  XIV. — ^NO.  54.  18 
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keynote  of  his  philosophy,  so  well  illustrated  by  the 
following  sentence  from  the  "  Religio  Medici,"  indicates  that 
in  this  direction  the  spirit  of  his  teachers  had  influenced 
him  but  little  : — "  And  this,  I  think,  no  vulgar  part  of  faith, 
to  believe  a  thing  not  only  above,  but  contrary  to  reason, 
and  against  the  arguments  of  our  proper  senses." 

On  the  other  hand,  however,  it  is  probable  that  the 
training  which  set  Hervey  on  the  road  to  his  classical 
discoveries  was  not  lost  on  Sir  Thomas  Browne;  to  it, 
even  more  than  to  his  study  of  contemporary  philosophj-, 
may  be  attributed  the  freedom  from  prejudice  for  which, 
in  a  time  of  bitter  political  and  religious  controversy,  his 
writings  are  remarkable.  In  this  they  may,  perhaps,  have 
done  something  towards  preparing  a  way  for  the  great 
philosophers  of  the  succeeding  generation. 

The  book  is  well  printed  and  tastefully  bound ;  in  this 
the  publishers  deserve  much  credit. 

M.  W.  T. 


DE  L'InCONTINENCE  D'URINE,  VRAIE  ET  ESSENTIELLE,  CHEZ 

LA  FEMME  ET  DE  SES  DIVERS  TRAITEMENTS  (Inconti- 
nence of  Urine,  true  and  essential,  in  Women  and  its 
Various  Treatment).  Par  le  Dr.  Eugene  Guigues, 
1897  ;  pp.  74,  8vo.     Price  fr.  2*50. 

This  volume  of  74  pages  treats  of  true  incontinence  of 
urine,  excluding  from  consideration  those  cases  resulting 
from  lesions  of  nervous  centres  or  other  symptomatic 
cases.  The  author  defines  true  incontinence  as  an  in- 
voluntary and  unconscious  emission  of  urine  with  total 
abolition  of  the  sensation  of  want  of  micturition,  and 
due  to  mechanical  and  anatomical  lesions  either  muscular 
or  from  malformation  of  the  tissues  which  constitute  the 
natural  barriers  to  the  passive  flow  of  urine. 

Then  follows  a  history  of  the  development  of  the  treat- 
ment of  incontinence  of  urine  in  women,  together  with 
the  anatomy  and  physiology  of  the  bladder  and  urethra. 


Reviews  275 


The  author  enumerates  the  causes  of  true  incontinence 
as  follows : — (i)  Relaxation  of  the  tissues  and  sphincters ; 

(2)  Forced  dilatation  of  the  urethra  and  urethral  incision ; 

(3)  Pathological  dilatation  of  the  urethra ;  (4)  Obliteration 
of  a  vesico-vaginal  fistula ;  (5)  Mechanical  deformation  of 
the  vesical  sphincter ;  (6)  Congenital  malformation. 

After  considering  each  of  these  causes  in  particular,  the 
author  proceeds  to  the  description  of  the  various  forms  of 
treatment.  With  reference  to  the  medical  treatment  by 
cold  baths,  perineal  douches,  various  kinds  of  revulsives, 
together  with  the  internal  administration  of  belladonna, 
atropine,  strychnine,  chloral,  the  bromides,  camphor,  can- 
tharides,  nitrate  of  potash,  antipjrrin,  thus  aromatica, 
ergot,  &c.,  he  places  little  reliance  upon  its  efficacy,  or 
at  least  considers  its  application  limited  to  a  very  few 
cases;  but  he  speaks  very  favoiu*ably  of  the  electrical 
treatment  as  advocated  by  Guyon,  Jamin,  and  Danion  in 
the  form  of  faradic  and  galvanic  currents  of  low  intensity 
and  short  sittings. 

Mention  is  also  made  of  the  process  of  Braxton  Hicks 
and  Sims,  of  dilating  the  bladder  by  means  of  injections 
of  tepid  water  gradually  increased,  with  or  without  electrical 
treatment,  in  cases  of  incontinence  due  to  contraction  of  the 
bladder. 

After  making  a  few  remarks  on  the  palliative  treatment 
by  various  appliances  for  the  collection  of  urine,  he  passes 
on  to  the  siu*gical  treatment,  whereby  the  common  object 
is  to  reduce  the  size  of  the  lumen  of  the  urethral  canal  or 
of  the  vesical  sphincter,  and  he  classifies  the  various  opera- 
tions advocated  for  that  purpose  into  two  groups,  viz. : — 
(i)  those  of  Schultze,  Winckel,  Franck,  Engstroem,  and 
Desnos,  in  which  the  object  is  sought  by  excision  of  the 
urethro-vaginal  septum ;  (2)  those  which  have  recourse  to 
elongation,  incurvation,  or  torsion  of  the  urethra,  singly 
or  combined,  such  as  the  processes  of  Pawlick,  Duret 
Gersuny,  Pousson,  Albarran,  and  Himmelfarb. 

Of  these  the  process  of  Pousson,  which  is  a  combination 
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of  Duret  and  Gersuny's  processes,  is  considered  by  the 
author  as  the  most  applicable  and  the  most  successful  in 
the  majority  of  cases.  The  operation  is  performed  as 
follows : — A  circular  incision  is  made  around  the  meatus, 
and  the  urethra  is  dissected  out  for  about  half  an  inch  of 
its  length,  leaving  sufficient  tissue  around  the  mucous  canal 
to  ensure  its  vitality.  From  the  upper  part  of  the  circular 
incision  a  vertical  incision  is  carried  upwards  in  the  middle 
line  of  the  vestibule  to  the  base  of  the  clitoris.  The  meatus 
and  dissected  urethra  are  now  raised  to  the  upper  part  of 
the  vertical  incision,  twisted  or  rotated  in  the  direction  of 
the  hands  of  a  watch  120'  from  the  original  position  of 
the  meatus,  and  fixed  by  sutures  so  as  to  make  a  trans- 
verse orifice.  The  wound  below  is  then  sutured  so  as  to 
support  the  urethra  in  its  new  position. 

The  effect  of  the  operation  is  threefold  :  (i)  the  urethra 
is  bent  upon  itself  under  the  arch  of  the  pubis,  flattening 
the  canal ;  (2)  the  longitudinal  muscular  fibres  are  con- 
verted into  spiral  fibres  which,  when  contracting,  act  some- 
what like  a  sphincter ;  (3)  the  torsion  and  elongation  of  the 
urethra  diminish  the  size  of  its  lumen. 

In  some  particular  cases,  however,  some  one  or  other 
of  the  processes  enumerated  above  may  be  adopted  with 
advantage. 

Altogether  the  volume  is  a  faithful  record  of  the  recent 
advances  in  the  surgical  treatment  of  a  form  of  complaint 
which  previously  found  no  practical  relief  from  any  known 
method  of  treatment,  and  which,  at  the  present  time,  hardly 
receives  any  notice  in  the  most  recent  text-books  on  surgery 
or  gynaecology. 

The  perusal  of  Dr.  Guigues'  work  will  well  repay  those 
who  are  interested  in  this  form  of  disease.  Dr.  Mac- 
naughton-Jones,  in  his  work  on  "  Diseases  of  Women,"  refers 
to  an  operation  performed  by  Dr.  Alexander  of  Liverpool, 
and  brought  before  the  British  Gynaecological  Society,  April 
25  1888,  which  consists  in  establishing  a  communication 
between  the  bladder  and  rectum  through  the  vagina,  and 
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closing  the  vagina.  Dr.  Alexander  operated  on  three  cases, 
in  one  of  which  (Mrs.  D.),  the  natural  orifice  of  the  bladder 
was  inserted  into  an  opening  made  in  the  rectum,  and  then 
the  vagina  closed.  In  the  other  two  cases,  Mrs.  K.  and 
another  patient  aged  50,  the  base  of  the  bladder  was  brought 
into  apposition  with  the  rectum,  an  artificial  opening  was 
made  between  the  bladder  and  rectum,  through  which  a 
vulcanite  stud  was  inserted,  and  the  vagina  and  urethra  were 
subsequently  closed.  The  latter  method  is  referred  to  by 
the  author  of  the  work  under  consideration  as  having  been 
had  recourse  to  by  Rose  about  the  year  1875.  The  former 
method  by  which  Mrs.  D.'s  case  was  treated  is  not  men- 
tioned by  Dr.  Guigues ;  but  the  case  of  Mrs.  D.  as  described 
by  Dr.  Alexander  would  appear  to  be  in  all  particulars 
suited  to  be  dealt  with  by  the  method  of  Pousson  or  even 
that  of  Gersuny,  and  so  likewise  probably  that  of  Mrs.  K., 
which  method  not  only  obviates  the  momentous  alternative 
of  unsexing  a  woman,  but  also  the  serious  inconvenience  of 
the  constant  irritation  of  the  rectum  which  is  likely  to  result 
from  the  urine,  as  pointed  out,  with  cases  referred  to,  by 
Lawson  Tait  at  the  time  of  the  discussion  of  Dr.  Alexander's 
operation  before  the  British  Gynaecological  Society. 

The  other  case  operated  on  by  Dr.  Alexander  was  un- 
successful, but  could  not  have  been  treated  by  any  other 
known  surgical  method  than  the  one  he  adopted,  considering 
the  absence  of  the  urethra  in  this  case. 

Treatise  on  the  Diseases  of  Women.    By  Alexander 

J.  C.  Skene,  M.D.,  LL.D.,  Professor  of  Gynaecology  in 

the  Long  Island  College  Hospital,  Brooklyn,  New  York. 

Third  edition.     London  :  Messrs.  H.  K.  Lewis. 

It  is  six  years  only  since  Dr.  Skene  published  the  last 

edition  of  this  work.     During  those  years  gynaecology  has 

advanced  so  much  that  the  present  volume  has  needed  a 

good  many  additions  to  bring  it  up  to  date,  and  make  it 

the  complete  work  we  have  learnt  to  expect  from  such  an 

author.     Dr.  Skene  has  completed  his  work  in  a  way  that 
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must  interest  and  instruct  all  his  readers.  His  style  is  clear 
and  easy,  while  his  excellent  illustrations  materially  assist  to 
make  his  meaning  always  clear. 

The  type  and  general  "  get  up  "  of  this  edition  are  in 
every  way  excellent. 

In  covering^ so  large  a  field  and  in  appealing  to  students 
as  well  as  general  practitioners,  a  considerable  amount  of 
the  material  of  necessity  contains  nothing  very  new,  but  we 
have  noted  a  few  points  on  which  Dr.  Skene's  views  are  of 
special  interest,  and  in  which  his  methods  are  novel. 

Dr.  Skene  regards  anteflexions  of  the  uterus  as  a  de- 
formity^ not  a  displacement,  which  may  be  either  congenital 
or  acquired.  For  their  treatment  he  puts  aside  pessaries, 
regards  dilatation  as  only  of  temporary  benefit,  and  advises 
clipping  out  a  V-shaped  piece  in  each  lateral  edge  of  the 
OS,  extending  upwards  from  an  eighth  to  a  fourth  of  an 
inch.    A  few  of  the  circular  fibres  should  be  divided. 

He  considers  the  most  frequent  and  important  lesion  that 
occurs  in  the  connection  of  the  uterus  and  vagina  is  the 
imperfect  invagination  of  the  anterior  wall  of  the  cervix; 
and  for  this  Dr.  Skene  puts  the  anterior  wall  of  the  vagina 
on  the  stretch  at  the  point  where  it  is  reflected  on  the  cervix 
and  divides  it  transversely  with  scissors  for  three-fourths  of 
an  inch  deep.  The  vaginal  wall  is  dissected  up  so  that 
when  the  incised  portion  is  put  upon  the  stretch  the  sides 
will  come  together,  the  transverse  incision  becoming  a  longi- 
tudinal one.    The  wound  is  sutured  in  that  position. 

Dr.  Dudley's  operation  does  not  find  much  favour  with 
the  author,  though  held  to  be  superior  to  Sim's.  Dr.  Skene 
prefers  incision  followed  by  dilatation,  easy  and  gradual  or 
forcible. 

A  long  and  interesting  account  is  given  of  the  pathology 
of  injuries  of  the  pelvic  floor.  Ordinary  laceration  in  the 
median  line  down  to,  but  not  through,  the  sphincter,  are 
recommended  for  immediate  operation,  but  Dr.  Skene  thinks 
that  unless  the  sutures  are  deeply  and  skilfully  placed  no 
advantage  is  gained  over  the  methods  of  nature,  and  no 
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doubt  many  will  agree  with  him.  He  adopts  a  slight  modi- 
fication of  Emmett's  operation  for  perineal  lacerations, 
whether  extending  through  the  sphincter  or  not,  but  we  are 
surprised  to  find  no  allusion  to  Lawson  Tait's  important 
method  of  dealing  with  this  condition. 

A  modification  of  the  usual  methods  of  treating  fistula 
in  ano  is  described  and  recommended.  After  dilating 
the  sphincter  and  laying  open  the  fistulous  tract,  the  scar 
tissue  and  mucous  membrane  are  carefully  vivified  sufii- 
ciently  deeply  to  expose  the  muscle  at  the  edges  of  the 
wound.  Fine  silk  sutures  are  then  introduced  into  the 
mucous  membrane  of  the  rectum,  the  lower  ones  being 
made  to  include  the  sphincter  ani  muscle.  Deep  sutures 
are  next  passed  from  the  outside  upward  in  the  same 
manner  as  in  the  operation  for  restoring  the  perinaum. 

Dr.  Skene's  experience  in  coccydinia  leads  him  to 
conclude  that  removal  of  the  coccyx  is  the  only  method 
which  is  likely  to  prove  satisfactory. 

Inflammatory  affections  of  the  uterus  are  fully  dealt  with 
and  illustrated  by  a  number  of  interesting  cases.  We  note 
that. Dr.  Skene  still  regards  with  favour  his  instillation  tube 
or  pipette  for  introducing  fluid  medicaments  into  the  uterus. 
He  contends  that  such  applications  need  only  be  made  at 
weekly  intervals. 

Under  the  term  sclerosis  of  the  uterus  are  included 
chronic  interstitial  metritis,  hypertrophy,  chronic  inflam- 
matory hypertrophy,  and  areolar  hyperplasia. 

Lacerations  of  the  cervix  are  treated  by  Emmett's 
method,  which  is  held  in  esteem  because  the  sub-involution 
so  often  associated  with  this  condition  is  generally  improved 
thereby. 

In  a  very  clear  description  of  flexions  and  versions  of  the 
uterus  Dr.  Skene  speaks  well  of  the  Hodge  and  some  other 
pessaries,  but  is  emphatic  on  the  necessity  of  their  being 
very  carefully  adapted  to  each  case.  He  is  not  fond  of 
stem  pessaries,  as  already  indicated.  Of  Alexander's  opera- 
tion   he    says :    "  Most  cases    are  curable  by  the    means 
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which  I  have  described,  and  the  cases  that  are  incurable 
by  such  means  are  also  incurable  by  Alexander's  opera- 
tion." When  the  version  is  complicated  by  adhesions  he 
performs  a  hysterorrhaphy,  but  he  designedly  inserts  the 
sutures  attaching  the  uterus  to  the  abdominal  wall  in  such 
a  way  that  they  will  yield  after  a  few  weeks  and  leave  the 
uterus  free  in  the  new  position.  He  appears  to  be  satisfied 
with  his  results.  A  full  and  up-to-date  account  of  hyster- 
ectomy, abdominal  and  vaginal,  is  given ;  for  the  former 
Kelly's  procedure  is  followed,  while  a  slight  modification 
of  Landau's  is  adopted  for  the  latter. 

In  discussing  the  question  of  ligation  in  vaginal  hyster- 
ectomy Dr.  Skene  describes  his  own  method  of  applying 
electric  haemostatic  forceps.  The  full  account  is  well  worth 
careful  perusal,  and  he  is  himself  much  impressed  with 
their  convenience  and  suitableness.  Perhaps  this  chapter 
is  the  most  noteworthy  novelty  in  the  book. 

The  subject  of  gynaecology  is  very  fully  elaborated  in 
some  658  pages,  while  another  300  pages  are  devoted  to 
diseases  of  the  urinary  organs.  This  section  of  Dr.  Skene's 
volume  has  helped  to  increase  the  practical  value  of  his 
former  edition,  and  it  has  not  been  overlooked  now.  We 
know  no  manual  on  gynaecology  that  contains  so  useful 
and  complete  an  account  of  this  branch  of  the  subject; 
and  it  will  continue  to  be  studied  with  much  practical 
advantage  by  all  medical  readers. 

Sajous's  Annual  and  Analytical  Cyclopaedia  of  Prac- 
tical Medicine.    Vol.  I.    F.  S.  Davis. 

Dr.  Sajous's  Annual  of  the  Universal  Medical  Sciences 
was  familiar  to  all  medical  readers.  He  himself,  however, 
thought  there  was  scope  for  further  development;  he  has 
therefore  modified  his  publication,  and  this  is  the  first 
volume  of  the  new  departure.  It  is  handsomely  got  up, 
and  is  very  full  of  accurate  and  most  valuable  information. 

This  new  publication  has  the  alphabetical  arrangement, 
and  comprises  a  concise  statement  of  the  generally  accepted 
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methods  in  vogue,  in  one  style  of  type,  while  in  a  diflferent 
type,  on  the  same  page,  can  be  found  the  opinions  of  well- 
known  authorities  bearing  upon  whatever  may  be  debatable 
regarding  the  subject  in  hand.  This  alphabetical  arrange- 
ment will  consider  all  the  practical  subjects  of  medicine  and 
surgery  and  the  clinical  application  of  therapeutics.  It  will 
appear  at  the  approximate  rate  of  one  volume  each  six 
months,  the  whole  alphabet  being  thus  covered  in  three 
years,  and  during  this  time  a  monthly  supplement  (The 
Monthly  Cyclopaedia),  alphabetical  from  A  to  Z,  will  be 
brought  out ;  so  that  a  doctor  can  have  a  complete  synopsis 
of  the  latest  journal  literature  to  reinforce  his  system  of 
reference. 

Dr.  Sajous  holds  that  a  number  of  busy  practitioners 
not  only  feel  the  financial  expenditure  for  medical  works 
severely,  but  find  that  the  possession  of  a  large  reference 
library  only  entails  a  corresponding  amount  of  labour  in 
using. 

His  aim  is  to  give  a  satisfactory  statement  of  what  may 
be  safely  relied  upon  as  the  best  general  method  of  treat- 
ment in  any  given  case,  and  to  combine  with  this  a  means 
of  practically  utilising  the  discussion  by  the  leading  medical 
authorities  of  the  world,  which  may  in  any  degree  modify 
present  established  methods. 

We  are  satisfied  that  Dr.  Sajous  has  made  his  claim 
good  so  far,  and  shall  look  with  interest  and  assurance  to 
the  future  numbers  of  this  series. 
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SUMMARY  OF  GYNECOLOGY,  INCLUDING 

OBSTETRICS. 

GYNiECOLOGICAL. 

Comparative  Researches  on  the  Uterine  and  Chorionic 
Epithelium.  By  L.  Fraenkel  (Breslau).  Archiv.  fur 
Gynakologief  Bd,  Iv.,  H.  2,  pp.  269-315,  viii.  pi. 

This  work  was  undertaken  to  decide  the  contested  question 
whether  the  external  layer  of  the  chorionic  epithelium  originates 
from  the  maternal  uterine  epithelium,  as  Marchand  and  others 
declare ;  the  pathology  of  the  malignant  tumours  of  the  seat  of 
the  placenta  showing  that,  while  a  few  of  these  new  growths 
may  have  been  simple  uterine  sarcoma,  endothelioma  or  simple 
(syncytial)  uterine  carcinoma  after  pregnancy,  the  majority 
have  originated  in  the  external  investment  of  the  chorionic 
villi. 

In  human  beings  the  exact  origin  of  this  external  layer  of 
chorionic  epithelium  is  not  determinable,  but  in  none  of  the 
recent  placentae  of  the  animals  examined  (pig,  cow,  sheep,  dog, 
cat,  rabbit,  squirrel,  guinea-pig,  rat,  mouse  or  mole)  had  the 
chorion  or  its  villi  an  epithelium  of  maternal  origin,  nor  did  the 
maternal  epithelium  exhibit  any  inclination  to  exuberant  growth. 
The  higher  the  organisation  of  the  placenta,  the  closer  the 
connection  between  its  maternal  and  foetal  elements,  the  more 
complete  is  the  disappearance  of  the  maternal  epithelium.  In 
rodents  and  insectivora  whose  placentae  of  those  examined  most 
closely  (of  the  animals  examined)  resembles  the  human  organ, 
the  uterine  epithelium  completely  vanishes  at  the  margin  of  the 
placentae,  never  being  in  contact  with  the  chorionic  epithelium 
at  all.  Chorionic  epithelium  was  never  absent  in  any  case; 
moreover  it  proliferated  in  many  cases  to  a  considerable  extent 
into  the  maternal  connective  tissue  and  the  more  freely  the 
higher  the  animal  in  the  scale.  There  was  not  any  well  marked 
and  regular  division  of  the  epithelium  of  the  chorion  or  its  villi 
into  two  layers;  when  the  allantois  ^the  chorionic  stroma)  was 
covered  with  more  than  one  layer  it  was  evidently  merely  a 
luxuriant  growth  of  chorionic  epithelium.  Histologically  the 
chorionic  epithelium  in  animals  resembled  the  so-called  external 
layer  in  man.    Cells  like  those  of  Langhan*s  layer  were  met 
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with,  but  could  be  referred  with  certainty  to  the  general  chorionic 
epithelium.  During  pregnancy  tissues  of  most  different  origin 
are  inclined  to  form  syncytium  and  that  term  must  be  abandoned 
as  referring  to  any  particular  tissue.  It  is  therefore  by  no  means 
proved  that  the  so-called  external  chorionic  epithelium  in  man 
is  of  maternal  origin,  but  comparative  researches  show  that  it  is 
most  improbable  that  it  should  be  so. 

The  malignant  tumours  of  the  seat  of  the  placenta  Fraenkel 
concludes  should  be,  apart  from  the  question  of  the  origin  of  the 
external  chorionic  epithehum,  considered  as  he  described  them 
in  1894,  as  uterine  carcinoma  originating  from  the  epithelium  of 
the  chorionic  villi. 

Hofbauer  (from  Schawba's  Klinic,  Vienna]  describes  a 
primary  carcinoma  of  the  tube,  independent  ot  a  coexisting 
carcinoma  of  the  cervix  (pp.  316-324,  i.  pi.). 

Researches  on  the  Development  and  Morphology  of  the 
Muscular  Tissue  of  the  Human  Uterus.  By  Werth 
(Kiel),  and  Grusdew  (St.  Petersburg).  Ihid.^  pp.  316-413, 
vii.  plates. 

The  foundation  of  the  muscular  tissue  of  the  uterus  in  man 
and  other  mammalia  lies,  according  to  Sobotta,  in  a  circular  layer 
of  fibres  developed  in  close  connection  with  the  subsequent 
mucosa  from  the  mesodermal  elements  of  the  wall  of  Muller's 
ducts.  In  the  lower  mammalia  an  external  longitudinal  layer 
is  found  beneath  the  serosa,  but  this  layer  is  rudimentary  in 
man  and  the  higher  apes.  Roesger,  whose  researches  were 
limited  to  the  fcetal  uterus,  did  not  recognise  any  typically 
independent  circular  layer  of  muscle.  In  his  opinion  the  uterine 
muscular  tissue  was  primarily  developed  in  close  connection  and 
dependence  upon  the  intramural  anastomoses  of  the  blood 
vessels. 

The  conclusions  of  Werth  and  Grusdew  are  based  on  the 
microscopic  study  of  series  of  sections  of  a  very  large  number 
of  human  uteri  in  various  stages  of  existence,  from  the  end  of  the 
third  month  in  utero  to  that  of  complete  development.  They 
confirm  Sobotta's  views,  completing  some  of  his  discoveries  and 
giving  a  juster  explanation  to  others.  They  have  found  that  an 
inner  circular  layer  of  muscular  fibres,  the  archimyometrium, 
first  appears,  and  from  surrounding  connective  tissue  an  external 
layer,  the  paramyometrium,  is  afterwards  developed ;  it  contains 
both  longitudinal  and  oblique  fibres ;  both  directions,  which  in 
contrast  to  the  circular  direction  of  the  primary  layer  and  the 
changing  direction  of  the  genital  canal  during  development,  may 
be  considered  longitudinal.  Between  archi-  and  parametrium — 
round  the  semi-circular  principal  vessels  of  the  uterine  wall,  and 
between   the  two  in   time  a  layer  of  muscle   arises  which  in 
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general  character  resembles  the  primordial  muscle,  but  has  not 
the  same  typical  fascicular  arrangement.  The  human  uterus 
thus  approaches  more  closely  to  the  two-horned  mammalian 
type  than  Sobotta  represents — the  middle  layer  carrying  the 
blood  vessels  becoming  in  woman  entirely  muscular. 

In  regard  to  the  arrangement  of  the  blood  vessels  of  the 
uterine  mucous  membrane  little  has  been  said  in  later  authors, 
but  a  quotation  of  some  length  is  made  from  Farre.^ 

The  article  concludes  with  approving  remarks  on  the  "  H61ie- 
Chenantais  Atlas,"  and  some  consideration  of  the  views  of 
Hoffmann,  Pilliet  and  Bayer.  It  is  illustrated  by  9  plates,  and 
explaining  text. 

Thb  Question  of  Syncytium  and  Deciduoma  Malignum. 
By  J.  Ppannenstiel.     Ceniralblatt  f.  Gynak.,  xxiii.,  1898. 

Veit,  in  an  address  to  the  Berlin  Obstetrical  Society,  de- 
scribed deciduoma  malignum  as  a  submucous  uterine  sarcoma, 
existing  before  conception,  of  maternal,  and  not  of  foetal  origin. 
This  Pfannenstiel  denies ;  he  thinks  deciduoma  malignum,  it  is 
true,  as  a  tumour  of  maternal  origin,  but  as  an  endothelioma^ 
and  holds  the  syncytium  which  invests  the  chorionic  villi  to  be 
the  endothelium  of  the  blood  capillaries  of  the  tumour.  The 
syncytium,  according  to  this  view,  and  contrary  to  that  of  Ruge 
and  others,  is  not  a  foetal  ectoderm,  but  a  maternal  endotheUum. 
Pfannenstiel,  moreover,  believes  that  deciduoma  commences 
during,  and  not  previous  to,  pregnancy,  and  compares  the 
morbid  process  with  that  of  a  sarcoma  of  pronounced  malignant 
character. 

J.  J.  M. 

Chorio-epithelioma,  thk  so-called  Deciduoma  Malignum. 
By  H.  L.  Williams,  M.D.,  Assistant  Pathologist  and 
Bacteriologist  to  the  Philadelphia  Polyclinic. 

After  referring  to  the  various  contributions  to  our  knowledge 
of  this  disease,  the  author  dwells  upon  its  pathological  features. 
The  generally  accepted  theory  now  is  that  the  cells  which  were 
supposed  to  be  decidual  are  in  reality  syncytial  (maternal  epithe- 
lium) or  foetal  ectodermic  (Langhan*s)  cells,  which  have  under- 
gone malignant  proliferation. 

In  the  majority  of  cases  the  malignantly  proliferated  cells 
so  closely  resemble  the  syncytium  in  every  particular  that  it  is 
impossible  to  deny  their  identity.  The  author  prefers  the  name 
chorio-epithelioma,  since  the  tumour  has  its  origin  in  the  epithelial 

*  "Cyclopaedia  of  Aoatomy  and  Phj^siology,*'  voL  ▼.,  p.  637. 
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covering  of    the   chorion    villi    and  therefore  is  allied  to  the 
carcinomata  rather  than  the  sarcomata. 

The  villi  of  the  chorion,  covered  by  their  single  layer  of 
ectodermic  cells  (Langhan's  cells),  become  embedded  in  the 
decidua  serotina,  which  has  upon  its  surface  the  single  layer 
of  ciliated  cuboidal  epithelium,  with  which  the  entire  uterine 
cavity  is  lined.  These  cells,  according  to  Ruge,  are  preserved, 
become  firmly  attached  over  the  outer  surface  of  the  villi  and 
constitute  the  layer  known  as  the  syncytium.  There  are  thus 
t^wo  layers  of  cells  between  the  foetal  vessels  of  the  chorion  villi 
and  the  connective  tissue  stroma  of  the  endometrium,  which 
latter  are  the  decidual  cells  of  the  serotina.  It  is  in  the  syncy- 
tial covering  of  the  chorion  villi,  either  during  pregnancy  or  from 
villous  remains  after  labour  or  abortion,  that  these  malignant 
neoplasms  have  their  origin.  All  the  cases  recorded  have 
developed  either  during  pregnancy  or  immediately  after  labour 
or  abortion.  Of  the  forty-five  cases  collected  none  have  occurred 
in  primiparae,  but  each  has  developed  before  the  menopause. 

Forty-five  per  cent,  of  the  cases  have  developed  subsequent 
to  hydatid  mole,  showing  that  some  etiological  relation  exists 
between  the  two  afifections.  Bleeding,  of  an  intermittent  and 
gushing  character,  shortly  after  delivery  or  abortion,  is  usually  a 
prominent  symptom.  The  os  is  frequently  open.  The  uterus  is 
large,  soft  and  boggy,  and  usually  contains  a  soft,  tumorous  mass 
that  can  be  distinctly  palpated.  This  growth  is  of  placental 
consistence.  The  uterine  wall  is  early  invaded  and  becomes  soft 
and  easily  perforated.  Early  metastasis  and  great  malignancy 
are  special  features.  The  commonest  seat  of  metastatic  deposit 
is  about  the  vagina.  The  next  most  common  is  the  lung.  In 
the  majority  of  fatal  cases  death  has  occurred  in  three  to  six 
months.  All  the  cases  not  operated  upon  have  died.  Operations 
have  been  reported  on  twenty  cases,  of  these  fourteen  have 
remained  free  from  symptoms.  Curetted  materials  from  within 
the  cavity  of  the  uterus  should  be  examined  microscopically 
in  all  cases  of  intermittent  bleeding  after  labour  or  abortion. 
The  greater  part  of  the  tissue  is  composed  of  a  fibrous  reticulum, 
presenting  marked  alveolar  and  cavernous  structure ;  in  the 
meshes  are  large  spaces  containing  blood  and  fibrin,  but  no 
glands,  blood  vessels,  or  lymphatics.  Between  the  blood  spaces 
and  in  masses  throughout  the  growth  are  bars,  bands  and  islands 
of  syncytial  and  Langhan's  cells  embedded  in  protoplasm.  In 
the  latter  are  vacuoles  and  in  some  cases  distinct  chorion  villi. 
In  the  fibrous  reticulum  and  in  the  homogeneous  protoplasm  is  a 
small  round-cell  infiltration. 

J.  F.  J. 
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On  the  Distant  Results  of  Curettage  in  Post-partum 
Infection,  with  twenty-five  new  cases  since  1894,  all 
SUCCESSFUL.  By  FsRRi:,  of  Pau,  in  UOhsUtrique,  May  15, 
1898. 

The  more  Ferr6  sees  of  puerperal  infection  the  more  he  pre- 
fers curetting  to  intra-uterine  injections,  which  he  reserves  for 
the  slightest  cases.  The  late  results  also  show  that  curetting 
is  more  permanent  in  its  effect,  women  who  have  been  treated 
by  intra-uterine  injections  only  when  infected  showing  many  and 
varied  lesions  such  as  enlarged  uterus  in  a  state  of  subinvolution 
and  still  suppurating,  other  various  forms  of  ameoxitis  and 
perimetritis  and  even  chronic  pelvic  suppuration.  And  yet  all 
these  women  had  been  looked  on  as  cured.  The  temperature 
certainly  falls,  but  there  is  no  true  permanent  cure ;  it  is  an 
obstetric  but  not  a  gynaecological  cure.  The  dibris  that  is 
removed  by  even  the  blunt  curette  shows  the  inefficiency  of  an 
injection.  And  after  an  abortion,  portions  of  the  placenta  or 
blood-clot  are  firmly  adherent  to  the  uterine  wall  and  can  only 
be  removed  by  the  sharp  curette.  M.  Ferr6  has  had  a  series 
of  blunt  curettes  made  for  him  by  Mathieu  for  removing  the 
non-adherent  dehrisy  and  their  use  he  considers  an  essential 
complement  to  intra-uterine  injection. 

Posterior  Colpotomy  for  Inflammations  and  Neoplasms  of 
THE  Uterine  Annexa.     By  Dr.  Lwoff,  of  Nazau,  Russia, 
in  La  Gynecologies  April,  1898. 

Dr.  Lwoff  upholds  this  operation  in  preference  to  laparotomy, 
and  gives  notes  of  122  cases  with  4  deaths — a  mortality  of  3  per 
cent.  The  steps  of  the  operation  are  described  with  clearness 
and  simplicity,  and  many  interesting  details  are  noted.  Though 
no  cases  were  found  in  which  adhesions  were  not  present,  not 
once  were  intestinal  adhesions  of  any  consequence  observed. 
The  parts  to  be  removed — tumour,  ovary  or  tubes — were  drawn 
well  down  into  the  vagina,  and  one  or  more  silk  ligatures  applied  ; 
the  same  procedure  was  carried  out  on  the  opposite  side,  or  if 
thought  wise,  the  parts  were  returned  into  the  abdomen.  The 
vagina  was  again  douched  and  the  pouch  of  Douglas  stufifed 
with  sterilised  gauze.  In  7  cases  of  conservative  or  exploratory 
colpotomy  no  sutures  were  used  at  all.  Of  the  4  deaths  3  were 
due  to  septic  peritonitis,  i  to  a  gonorrhoeal  myocarditis.  In  later 
life  two  of  the  patients  were  confined  at  full  time  successfully, 
2  had  to  be  operated  upon  a  second  time  to  be  removed  to  the 
annexa  on  the  other  side.  Dr.  Lwoff  recommends  the  opera- 
tions when  the  parts  to  be  removed  are  situated  low  in  the 
pelvis  and  gives  as  advantages  over  laparotomy :  (a)  more  rapid 
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cicatrisation  and  recovery ;  ih)  less  risk,  especially  in  cases  of 
suppuration;  {c)  an  easier  atter-treatment,  and  therefore  more 
rapid  return  to  ordinary  life ;  (i)  no  abdominal  cicatrix  or  risk 
of  hernia. 


Notes  sur  la  Grossesse  Extra-Uterine,  based  on  Fifty 
Personal  Observations.  By  Dr.  Bouilly,  of  Paris,  in 
ha  Gynicologu,  April,  1898. 

Dr.  Bouilly  concludes  his  paper  entitled  "  Notes  sur  la 
Grossesse  Extra-Uterine,  based  on  Fifty  Personal  Observations." 
Surgical  interference,  he  maintains,  is  as  a  general  rule  a 
necessity,  although  some  cases  seem  to  recover  spontaneously 
with  perhaps  an  attack  of  some  local  peritonitis,  or  may  end, 
after  a  sudden  attack  of  pain,  syncope  and  sickness,  in  a  uterine 
discharge  lasting  eight  or  ten  days,  that  may  at  first  be  taken 
for  the  menstrual  discharge.  Such  cases  are,  however,  rare,  and 
the  general  surgical  rule  may  be  laid  down  that  extra-uterine 
pregnancy  in  course  of  evolution  or  arrested  in  its  evolution 
imperiously  demands  operative  interference.  Patients  are  rarely 
seen  before  the  pregnancy  is  advanced  fully  to  three  months. 
Only  in  4  cases  has  Bouilly  been  called  to  see  the  case  before 
rupture  had  actually  taken  place,  and  only  twice  has  he  seen 
cases  so  near  to  the  moment  of  rupture  as  to  make  the  idea  of 
an  urgent  laparotomy,  in  neither  of  which  the  operation  was 
performed,  and  in  both  of  which  he  considers  it  should  have  been. 
The  one  woman  succumbed  to  internal  haemorrhage,  the  other 
had  a  second  haemorrhage  which  nearly  cost  her  life,  and  made 
operation  more  dangerous.  The  object,  indeed,  of  the  operation, 
is  often  to  make  further  haemorrhage  impossible,  and  time  is 
often  gained  by  subcutaneous  injections  of  serum.  If  possible, 
it  has  been  proved  better  to  wait  twenty-four  hours  or  so  till  the 
peritoneal  shock  and  the  acuteness  of  the  anaemia  are  over. 

The  operation  to  be  done  is  salpingectomy,  removal  of  the 
ruptured  Fallopian  tube.  It  should  be  done  with  the  patient 
in  the  horizontal  position.  Bouilly  points  out  that  the  symptoms 
of  shock  do  not  depend  upon  the  amount  of  haemorrhage  that 
has  taken  place,  that  the  blood  and  foetus  are  rarely  in  a  closed 
sac,  but  directly  in  the  abdominal  cavity,  as  a  rule,  and  that  not 
uncommonly,  in  addition  to  the  recent  rupture  there  co-exist  old 
lesions  of  the  ovaries  or  annexa.  It  is  well  to  introduce  for 
forty-eight  hours  a  small  drainage  tube  at  lower  end  of  incision. 
The  mucous  membrane  covering  the  cervix  should  be  incised 
and  stripped  back  until  the  bluish,  transparent  peritoneum  is 
seen.  This  is  safer  than  incising  further  back  directly  through 
the  serous  membrane.  Vaginal  incision  is  for  the  simpler  cases, 
laparotomy  for  the  more  complicated  and  uncertain  cases. 

A.  A.  W. 
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On  Opbrativb  Gynecology.     By  Rumpf  (Berlin).    Archxo.  jw 
Gynakohgie^  Band  Iv.,  s.  178-267,  3  plates. 

The  history  of  gynaecological  surgery,  as  regards  its  major 
operations,  begins  with  ovariotomy  before  the  use  of  antiseptics; 
large  cystic  tumours  were  those  at  first  dealt  with,  and  after 
the  discharge  of  the  fluid  contents  the  care  of  the  pedicle  was 
the  essential  point,  and  it  was  secured  according  to  its  size,  in 
parts,  or  as  a  whole  by  ligatures  en  masse. 

In  the  operative  treatment  of  uterine  cancer  by  Freund's 
method  also,  the  vessels  were  secured,  almost  without  exception, 
by  ligatures  en  masse,  though  objection  was  made  by  Crede  at 
the  time  to  this  imsurgical  procedure.  Freund's  procedure 
afterwards  gave  place  to  vaginal  extirpation,  an  operation  hardly 
to  be  conceived  without  the  firee  use  of  ligatures  en  masse.  The 
most  prominent  surgeons,  Czemy,  Billroth,  Bardenheuer,  helped 
to  established  this  method,  which  was  applied  afterwards  in 
myotomy  and  in  the  operative  treatment  of  affections  of  the 
tubes.  The  peculiar  anatomical  arrangement  of  the  blood 
vessels  in  the  folds  of  the  peritoneum  investing  such  intra- 
abdominal tumours  as  gynaecologists  deal  with,  led  to  this  way 
of  securing  the  vessels,  by  passing  a  needle  through  the  tissues 
about  them  and  ligaturing  the  whole  mass,  and  in  all  the  vaginal 
operations  by  which  of  late  men  have  sought  to  avoid  abdominal 
laparotomy,  the  partial  obscurity  of  the  field  has  inclined 
operators  to  ligature  en  masse;  indeed  until  the  pelvis  was  elevated, 
the  same  might  be  said  for  abdominal  operations.  Rumpf 
pleads  for  the  adoption  of  more  strictly  surgical  principles  in 
gynaecological  work,  for  the  ligature  of  vessels  separately  rather 
than  en  masse,  the  observance  of  those  preparatory  steps  by 
which  the  perilous  ligature  of  the  ureters  may  be  avoided,  con- 
sidering it  absolutely  necessary,  when  at  all  near  a  ureter  or  in 
doubt  as  to  the  nature  of  any  tissue  resembling  one,  to  clear  up 
the  matter  by  exposing  the  organ ;  he  deprecates  the  preference 
for  working  with  the  scissors  rather  than  the  knife  and  in  a 
special  section  of  his  paper  to  describing  the  proper  surgical 
conduct  of  various  operations,  more  especially  those  requiring 
laparotomy. 

Anterior  Colpotomy.    By  Zwbifbl.     CetUralblatt  f.  Gynak., 
xiv.,  1898. 

A  detailed  statement  of  ZweifePs  views  on  this  operation, 
which  at  the  Moscow  Congress  he  summarised  as  follows: — In 
every  case  the  operator  should  choose  that  way  which,  in  regard 
to  danger  and  prospect  of  cure,  most  surely  promises  to  let  him 
complete  his  work  free  from  blame.     In  inflammatory  tumours 


Summary  of  Gynecology,  including  Obstetrics     289 


of  the  tubes,  Zweifel  differs  from  Veit  in  preferring  laparotomy, 
on  the  ground  that  the  adhesions  of  such  tumours  cannot  be 
estimated ;  he  is,  moreover,  a  declared  opponent  to  the  so-called 
'*  unavoidable  "  extirpations  of  the  womb,  which  are  caused  by 
the  technical  difficulties  of  the  vaginal  method. 

Retropbritonbal  Chyl-angioma  succbssfully  extirpatbd 
FROM  a  Girl  of  elevbn  ybars  old.  By  Sarwey  (Tiibingen). 
Centralblatt  f,  Gynak.^  xiv.,  1898. 

The  cyst,  which  had  existed  for  four  years,  had  several  times 
been  tapped  for  mortal  symptoms,  and  had  yielded  an  enormous 
quantity  of  a  fluid  resembling  pure  milk.  From  the  seat  of  the 
pedicle,  close  to  the  head  of  the  pancreas,  the  tumour  was  at  first 
referred  to  that  organ ;  it  had  perforated  the  ligamentum  gastro- 
colicum,  and  still  covered  by  the  posterior  parietal  peritoneum 
had  advanced  against  the  anterior  wall  of  the  abdomen.  The 
contents  resembled  an  emulsion  of  the  finest  fatty  globules  con- 
taining approximately  the  same  amount  of  fat  as  milk,  and  were 
rich  in  albumen  ;  the  cyst  wall  on  its  inner  surface  was  invested 
i^th  a  single  layer  of  continuous  epithelium.  Extirpation 
was  easy. 

On  Myotomy.  By  Weill  (Strassburg).  Centralb.  /.  Gynak,^ 
XX.,  1898. 

A  statistical  comparison  of  the  methods  of  operation  as 
regards  their  mortality,  secondary  injuries,  &c.,  giving  for  (a)  the 
extra-peritoneal  method  a  death  rate  at  first  18  per  cent.,  then 
13  per  cent.,  and  later  8  per  cent. ;  for  {^)  the  intra-peritoneal, 
8  to  10  per  cent. ;  {c)  for  the  retro-peritoneal,  5'6  per  cent. ; 
{d)  for  abdominal  total  extirpation,  6*2  per  cent. ;  and  {e)  for 
vaginal,  2-5  and  1*8  per  cent.  The  author  advocates  vaginal 
total  extirpation  after  Pean*s  method,  with  the  use  of  com- 
pression forceps  and  piecemeal  removal,  as  the  surest,  easiest, 
and  most  classical  method  of  operation  for  all  myomata  that  can 
be  removed  by  the  vagina. 

On  Torsion  of  the  Uterus  by  Tumours.  By  B.  S.  Schultze. 
Zeitsckrift  fiir  Geburtshul/e  und  Gynakologie,  Bd.  xxxviii., 
Hf.  2. 

While  torsion  of  ovarian  tumours  and  such  myomata  of  the 
uterus  as  have  pedicles  are  common  enough,  torsion  of  the 
uterus  is  comparatively  rare.  To  26  cases  already  published 
Schultze  adds  5  personal  observations  and  one  of  KQstner*s. 
In  these  32  cases,  the  torsion  was  due  in  15  to  myomata,  in 
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17  to  ovarian  tumours.  The  puerperal  condition  seemed  to 
be  a  predisposing  cause  in  all  the  ovarian,  but  in  only  one  of 
the  myomatous  cases.  Schultze  is  inclined  to  believe  that  the 
restrictions  imposed  on  the  growth  of  the  tumour  by  the  walls 
of  the  pelvis  and  abdomen  are  the  real  cause  of  the  rotation. 

The  symptoms  of  rotation  depend  partly  upon  its  interference 
with  circulation,  which  may  be  so  great  as  to  lead  to  congestion, 
haemorrhage,  necrosis  of  the  tumour,  and  even  to  peritonitis, 
and  partly  upon  its  influence  on  neighbouring  organs,  most 
particularly  on  the  bladder.  The  diagnosis  is  by  no  means 
always  easy,  and  anamnesis  and  the  objective  conditions  found 
by  examination  must  be  taken  into  account  as  well  as  the 
symptoms.  Schultze  points  out,  in  regard  to  examination,  that 
the  ovaries  are  often  missing  from  their  normal  position,  and 
that  the  possibility  of  torsion  of  the  uterus  should  be  suspected 
in  cases  the  symptoms  of  which,  taken  alone,  would  indicate 
torsion  of  the  pedicle. 

Apropos  of  Schultze's  article,  Frommel  (Erlangen)  refers  to 
two  cases  of  torsion  of  the  uterus  by  myomata,  published  by 
him  in  1883  —  tumours  of  the  fundus  causing  torsion  of  the 
uterus,  more  or  less  serious  interference  with  the  nourishment 
of  the  tumour — in  each  case  relief  by  laparotomy. 

Intra-Peritoneal  Drainage  in  Laparotomy.    By  J.  G.  Clark. 
yohns  Hopkins  Reports,  vol.  vii. 

The  writer  concludes  from  a  review  of  all  (1,700)  the  laparo- 
tomies made  in  the  Johns  Hopkins  Hospital  during  the  years 
1889-1896,  that  drainage  is  generally  useless,  sometimes  abso- 
lutely hurtful,  and  that  there  is  no  indication  for  it  except  in  the 
following  cases :  when  in  a  case  of  appendicitis  of  perforaHon  of 
the  vermiform  appendix  inflammatory  infiltration  of  the  sur- 
rounding tissue  makes  it  impossible  to  close  the  wound ;  when 
there  is  reason  to  suspect  the  stability  of  an  intestinal  suture ; 
in  the  excision  of  abdominal  fistulas,  and  in  purulent  peritonitis. 
Vaginal  drainage  is  indicated  in  the  evacuation  of  localised 
collections  of  pus  in  the  pelvis. 

Unilocular    Ovarian    Cysts.      By    Hennig.      Cmtralblt.  /. 
Gynak,     No.  xviii.,  1898. 

Occasionally  after  rupture  of  a  cyst,  or  even  after  torsion  of 
its  pedicle,  one  sees  a  kind  of  natural  cure,  and  as  long  ago  as 
1837,  Hartwich  on  this  principle  proposed  the  ligature  of  a 
dropsical  ovarian  cyst  in  a  very  complicated  case  of  bilateral 
ovarian  cystoma  with  myomata  of  the  uterus,  in  consequence 
of  technical  difiiculties.     Hennig  applied  this  method  on  one 
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side  with  good  result.  The  cyst  suppurated  discharged  exter- 
nally and  the  new  growth  shrivelled  to  a  small  unirritating 
tumour.  The  pathological  anatomy  is  shown  by  several 
illustrations. 

Diabetes,  considered  from  a  GYNiECOLOGiCAL  Point  of  View. 
By  Kleinwachter.    Zeitschnft  f.  G,  u,  G.,  xxxviii.,  Hft.  2. 

This  is  based  on  twenty-two  original  observations  as  well  as 
the  literature  of  the  subject,  and  if  not  containing  anything  essen- 
tially new  has  much  that  is  noteworthy.  In  diabetes  mellitus 
menstruation  is  generally  diminished,  but  not  always  to  a  degree 
parallel  to  the  sugar  in  the  urine.  Pregnancy  in  66  per  cent, 
is  undisturbed,  in  the  remainder  is  prematiurely  interrupted,  but 
more  often  by  miscarriage  (seven  or  eight  months)  than  by 
abortion.  The  prognosis  for  the  mother  is  likewise  doubtful 
(?  an  even  chance),  but  Kleinwachter  holds  that  the  induction  of 
premature  labour,  advised  by  many  authors,  to  be  contra-indi- 
cated, as  thereby  the  mothers'  chances  are  still  further  diminished. 
Diabetic  women  should  not  give  suck. 

Pruritus  vulvae,  boils  and  acuminate  condylomata  are  well- 
known  diabetic  symptoms.  Affection  of  the  vaginal  mucous 
membrane  and  uterine,  and  necrosis  of  the  ovaries  are  not  so 
common. 

Kleinwachter  only  found  nine  cases  of  diabetes  insipidus 
recorded  as  having  any  influence  on  the  sexual  organs.  He 
adds  one  case  of  his  own ;  eight  cases  of  these  nine  women  had 
had  children  and  five  were  again  pregnant ;  one  was  a  sterile 
spinster.  On  the  whole  the  influence  of  diabetes  insipidus  upon 
the  sexual  functions  seems  to  resemble  that  of  diabetes  mellitus. 

J.  J.  M. 

A  New  Operation  for  the  Radical  Treatment  of  Cancer  of 
THE  Cervix,  consisting  of  the  Removal  of  the  Uterus 
and  Vagina  en  masse,  by  the  Supra-pubic  Method.  By 
X.  O.  Werder,  M.D.,  Professor  of  Gynaecology,  Western 
Pennsylvania  Medical  College,  &c.  The  American  Journal  of 
Obstetrics  and  Diseases  of  Women  and  Children,  March,  1898. 

The  author  refers  to  the  large  percentage  of  failures  in  the 
radical  operations  for  the  cure  of  malignant  disease  of  the  uterus, 
as  seen  by  the  large  percentage  of  recurrences.  The  causes  of 
failure  are  the  inability  to  operate  in  strictly  healthy  tissue  in 
cancer  of  the  cervix  and  inoculation  of  healthy  tissue  with  cancer 
cells  during  the  course  of  the  operation.  To  get  better  results 
it  is  essential  to  do  more  radical  work  at  the  seat  of  the  disease, 
viz.,  the  cervix  and  the  vaginal  fornices,  which  are  frequently 
more  or  less  extensively  involved  in  the  disease. 
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The  author  has  come  to  the  coDclusion  that  the  removal  of 
the  vagina,  or  at  least  its  upper  portion,  with  the  uterus,  is  the 
only  method  allowing  of  complete  extirpation  of  the  diseased 
parts  in  cancer  of  the  cervix.  The  technical  difficulties  of  the 
operation  would  be  overcome  by  opening  the  abdomen,  severing 
the  uterus  as  in  ordinary  hysterectomy,  and  freeing  the  bladder 
from  it ;  only  the  dissection  would  be  extended  down  along  the 
vagina,  separating  its  anterior  wall  from  the  bladder  as  far  down 
as  we  wish  to  remove  the  vagina.  The  recto- vaginal  space  is  then 
entered  and  the  posterior  vaginal  wall  is  stripped  off  the  rectum 
as  far  as  is  necessary,  and  finally  the  lateral  attachments  of  the 
vagina  are  loosened.  The  uterus  can  now  be  pushed  down  into 
the  pelvic  outlet,  the  vagina  being  inverted  by  making  traction 
from  below  until  it  can  be  amputated  above  the  prolapsed 
fundus.  All  this  can  be  done  without  touching  the  diseased 
cervix  at  all  with  the  fingers. 

The  author  reports  a  case  operated  upon  by  this  method  on 
January  5  of  this  year.  There  was  a  cauliflower  growth  of  the 
vaginal  portion  of  the  cervix  completely  filling  the  upper  part  of 
the  vagina  and  invading  the  anterior  vaginal  pouch.  The  uterus 
was  movable,  and  the  parametria  free. 

After  removing  the  cauliflower  growth  with  a  sharp  spoon, 
and  cauterising  the  surface,  the  patient  was  prepared  for  laparo- 
tomy. In  the  words  of  the  author :  both  ovaries  and  tubes  were 
found  adherent,  and  the  left  tube  distended  with  an  ounce  of 
creamy  pus.  After  the  ovarian  arteries  were  secured  the  bladder 
was  separated,  not  only  from  the  uterus  but  from  the  broad 
ligaments  on  either  side  as  far  as  possible,  so  as  to  ^t  the 
ureters  out  of  the  way.  This  opened  up  both  broad  Ugaments, 
and  the  uterine  arteries  could  be  easily  traced  over  to  near  the 
pelvic  bones,  where  they  were  tied  without  difficulty.  An  assis- 
tant having  inserted  two  fingers  into  the  vagina  as  guides,  the 
dissection  between  bladder  and  vagina  was  then  carried  down  to 
within  about  an  inch  of  the  vulva.  The  sacro-uterine  ligaments 
were  then  divided  with  scissors,  the  rectum  separated  from 
Douglas'  pouch,  and  with  two  fingers  the  dissection  extended 
down  to  the  lower  half  of  the  vagina.  The  lateral  walls  of  the 
vagina  were  then  freed  from  their  attachments.  The  uterus  and 
vagina  were  now  only  held  by  the  base  of  the  broad  ligaments, 
which  were  very  firmly  bound  to  the  vaginal  fomices,  the  sepa- 
ration of  which  formed  the  only  really  difficult  part  of  the 
operation.  This  having  been  accomplished  and  the  broad  liga- 
ments completely  divided,  the  finger  could  be  passed  all  round 
the  uterus  and  vagina,  and  at  no  place  had  the  vaginal  tube  been 
opened.  The  loss  of  blood  during  the  whole  operation  was 
insignificant.  The  uterus  and  vagina  were  then  pushed  down 
into  the  pelvic  outlet  and  the  bladder,  with  its  peritoneal  flap 
drawn  across  the  pelvic  cavity  and  stitched  over  the  rectum  to 
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the  posterior  wall  of  the  pelvis,  thereby  completely  shutting  off 
the  pelvis  from  the  general  peritoneal  cavity  and  covering  up  all 
raw  surfaces  with  peritoneum.  The  abdomen  was  closed  in  the 
usual  manner.  The  patient  having  been  put  in  the  lithotomy 
position,  the  uterus,  which  was  protruding  at  the  vulva,  was 
seized  with  volsella  forceps  and  drawn  completely  out  of  the 
vulvar  orifice  with  the  inverted  vagina.  With  a  finger  in  the 
rectum  and  a  sound  in  the  bladder,  the  inverted  vagina  was 
amputated  with  the  thermo-cautery.  The  cavity  was  lightly 
packed  with  gauze.  The  patient  made  a  good  recovery.  By 
this  method  the  operation  is  more  radical  than  by  the  ordinary 
methods.  It  should  give  more  permanent  cures,  even  in  ad- 
vanced forms,  because  not  only  can  the  vagina  be  extirpated,  but 
also  the  greater  part  of  the  broad  ligaments,  if  care  be  first  taken 
to  push  aside  the  ureters  with  the  bladder. 

The  Comparative  Value  of  Co^lio-hysterotomy  and  Ccelio- 
hysterectomy  in  cases  requiring  a  cesarean  section. 
By  Barton  Cooke  Hirst,  M.D.,  of  Philadelphia. 

The  author  points  out  how  in  his  earlier  years  he  had  held 
the  view  that  Csesarean  section  was  a  safer  and  a  better  operation 
than  the  Porro-Caesarean  section.  Experience  has,  however, 
compelled  him  to  change  his  mind,  and  he  now  regards  ccelio- 
hysterectomy  as  the  preferable  operation,  with  a  lower  mortality 
and  a  greater  freedom  from  complications.  By  a  combination  of 
the  three  factors,  close  suturing  of  the  uterine  wound,  aseptic 
technique,  and  early  operations,  results  were  obtained  with  the 
Cesarean  section  which  made  it  preferable  to  Porro's  operation  ; 
but  with  the  improvements  in  the  technique  of  hysterectomy  the 
mortality  from  Porro^s  operation  is  as  small,  if  not  smaller,  than 
from  Caesarean  section.  From  the  author's  own  experience  he 
concludes  that  it  adds  nothing  to  the  danger  of  a  Caesarean 
section  to  remove  the  womb,  but  on  the  contrary,  it  diminishes 
the  risk  of  the  operation,  for  it  eliminates  the  possibility  of 
Post-fartum  haemorrhage  and  lessens  enormously  the  chance  of 
puerperal  infection.  Complications  at  a  later  period  are  surely 
avoided  by  a  hysterectomy.  These  are  retention  and  decom- 
position of  the  lochial  discharge,  to  which  the  undilated  cervical 
canal  does  not  give  free  vent  if  the  operation  is  performed 
before  labour ;  adhesions  between  the  anterior,  uterine  and 
abdominal  walls;  persistent  fistulae  communicating  with  the 
uterine  cavity ;  rupture  of  the  uterus  in  subsequent  pregnancies 
and  labours ;  and  the  necessity  for  repeated  Caesarean  sections 
if  the  woman  is  allowed  to  become  pregnant  again.  Whatever 
one's  predilection  uiay  be  in  favour  of  hysterotomy  or  hysterec- 
tomy, he  will  admit  that  certain  conditions  in  parturient  women 
forbid  a  freedom  of  choice,  and  compel  the  selection  of  the 
latter  operation. 
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The  author's  experience  amounts  to  twenty  operations  per- 
formed for  the  following  indications:  fibroid  tumours,  two; 
dermoid  cysts  impacted  in  pelvis,  two;  cancer  of  the  cervix, 
one ;  partial  atresia  of  vagina,  one ;  contracted  pelvis,  fourteen. 
Out  of  these  he  would  have  been  compelled  to  perform  Porro's 
operation,  no  matter  what  his  preference  may  have  been,  in 
eleven  cases.  He  concludes,  then,  that  a  Porro  will  be  absolutely 
required  in  practice  a  little  more  freqently  than  Caesarean  section. 
As  a  matter  of  fact  among  the  twenty  operations  seventeen 
were  hysterectomies,  and  Dr.  Hirst  is  convinced  that  this  is 
about  the  numerical  relation  the  two  operations  should  bear  to 
one  another.  Whether  the  uterus  should  be  removed  in  the 
great  majority  of  cases,  however,  depends  entirely  upon  one's 
view  point  in  regard  to  the  justifiability  of  repeated  pregnancies 
in  women  who  can  only  be  delivered  by  a  Caesarean  section.  On 
this  point  Dr.  Hirst  says,  "  I  could  not  reconcile  it  with  my 
conscience  to  condemn  a  woman  to  the  probability  of  a  repeated 
Caesarean  section,  imless  she  herself  and  her  husband  demanded 
it.     This,  however,  is  a  remote  contingency." 

It  is  unjustifiable  to  subject  a  woman  with  an  insuperably 
obstructed  pelvis  to  the  dangers  of  subsequent  pregnancies,  and 
of  a  repeated  Caesarean  section.  Once  this  point  is  conceded 
it  is  unnecessary  to  argue  further  for  a  hysterectomy. 

The  Surgical  Treatment  of  Catarrhal  Erosion  of  th£ 
Cervix  in  the  Nulliparous  Woman.  By  Paul  F. 
Mund6,  M.D.,  Professor  of  Gynaecology  at  the  New  York 
Polyclinic,  &c. 

In  this  paper  the  author  is  referring  to  cases  in  which 
catarrhal  inflammation  of  the  endometrium  has  produced  an 
hypertrophy  of  the  glands  and  papillae  of  the  mucous  lining  of 
the  cervical  cavity  sufficiently  powerful  to  force  apart  the  lips  of 
the  virgin  os,  and  even  to  evert  the  lips  to  a  degree  scarcely 
distinguishable  from  the  eversion  produced  by  a  parturient 
laceration  of  the  cervix.  Mere  curetting  and  cauterization  will 
not  suffice  to  cure  such  a  condition.  Excision  of  the  diseased 
tissue  surrounding  the  external  os,  the  limit  of  which  is  shown 
by  the  extent  of  the  erosion  on  the  cervix,  and  the  union  of  the 
raw  surfaces  by  sutures,  offers  an  easy  method  of  cure.  The 
operation  consists  merely,  after  curetting  the  whole  endometrium, 
in  excising  with  slightly  curved  sharp  scissors,  or  sharp  slender 
knife,  the  entire  diseased  tissue  to  the  depth  of  half  an  inch  in  a 
converging  direction.  The  cervical  cavity  then  has  the  shape  of 
a  funnel.  The  raw  surfaces  are  then  united  by  deep  sutures, 
either  silver  wire  or  catgut.  Usually  two  or  three  sutures  on 
either  side  will  suffice.    As  the  whole  tissue  surrounding  the 


Summary  of  Gyncecologyy  including  Obstetrics     295 

external  os  is  excised,  it  is  necessary  to  prevent  complete  closure 
of  the  cervical  canal  and  os  by  passing  a  thin  strip  of  iodoform 
gauze  through  it  into  the  uterine  cavity.  This  is  changed  every 
forty-eight  hours  for  a  week  or  ten  days.  This  method  of 
treating  such  cases  seems  preferable  to  the  tedious  treatment 
with  curette  and  caustics. 


SuPRA-PUBic  Operations.  By  Joseph  Price,  M.D.,  Philadelphia. 

This  is  a  wholesale  condemnation  of  those  who  follow  the 
vaginal  method  in  operations  on  the  uterus  and  its  appendages. 
Dr.  Price  speaks  of  the  vaginal  method  as  '*  incomplete,'*  and 
then  goes  on  to  say  that  if  the  patient  survives  the  mental 
and  physical  torture,  she  goes  into  the  hands  of  someone  else  with 
numerous  sinuses  about  the  groins,  sacrum,  and  vaginal  vault, 
with  the  pelvis  charged  with  suppurating  ovaries  and  tubes,  the 
patient  greatly  emaciated,  septic  kidneys,  and  other  important 
organs  damaged.  He  does  not  produce  a  single  example  in 
support  of  such  an  overwhelming  statement,  but  goes  on  to  add 
that  all  cases  with  vaginal  incisions  and  drainage  remain  ill 
patients.  In  his  own  words :  **  The  completion  of  the  bowel 
toilet,  and  the  repair  of  large  and  small  bowel,  freeing  of  all 
adhesions,  is  more  important  than  the  removal  of  a  simple  sup- 
purating tube  or  ovary,  and  the  patients  are  not  relieved  or  cured 
if  lesions  of  the  bowel  are  neglected  or  adhesions  passed  by  or 
overlooked.  By  the  lower  route  of  operating  the  infection  begins 
at  the  anus,  and  the  dirty  surgery  begins  there;  the  lower 
method  is  dirty  from  beginning  to  end.  The  tearing  and  open- 
ing of  broad  ligaments  is  opening  up  sources  of  infection  wholly 
avoidable  by  the  upper  method,  and  the  removal  of  suppurative 
forms  of  disease  from  below  favours  fresh  infection  by  incisions 
in  the  midst  of  hlth.  .  .  ."  There  is  much  more  in  the 
same  strain.  "  While  this  method  may  afford  temporary  relief, 
a  more  radical  operation  will  be  required  later  on.  A  great 
many  cases  where  the  vagina  is  incised  and  drained  are  placed 
on  record  as  cures.'*  Operations  by  the  supra-pubic  route  open 
the  field  for  the  correction  of  all  the  concealed  mischief  and 
complications  which  are  walled  off  from  the  vaginal  route. 
Complete  work  offers  the  best  chance  for  complete  recovery  in 
about  all  cases.  The  author  claims  that  work  by  the  vaginal 
route  is  rarely,  if  ever,  complete.  Many  of  the  old  operators 
who  have  abandoned  the  suppurative  route  for  the  vaginal  have 
not  improved  their  records. 

J.F.J. 
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On  Operations  on  the  Rectum.     By  A.  Martin.    Monatschr, 
/.  Geb,  u,  Gyn.^  vii.,  5. 

Gynaecological  patients  frequently  suffer  from  haemorrhoidal 
troubles,  anal  fissure,  or  prolapse  of  the  rectum,  as  also  from 
Rstula  and  ulcers  of  syphilitic  or  haemorrhoidal  origin,  or  indeed 
from  injury  by  examination  per  rectum.  The  diagnosis  of  these 
affections  is  generally  easy,  but  they  often  require  surgical 
treatment. 

The  bleeding  in  rectal  operations  is  principally  venous,  but  often 
very  considerable,  and  to  control  it  Martin  inserts  several  deep 
ligatures  at  the  side  of  the  anus.  As  a  rule,  four  ligatures  suffice 
which,  at  3  and  4  cm.  on  either  side  of  the  anus,  are  carried 
through  from  front  to  back  part  of  the  perinaeum.  In  extirpation 
of  the  lower  end  of  the  gut  the  mucous  membrane  is  cut  round 
in  several  segments  and  detached,  and  the  upper  edge  of  the 
wound  is  united  immediately  to  the  anal  aperture  by  interrupted 
suture.  This  at  first  causes  eversion  of  the  gut  and  a  gaping 
anus,  but  as  soon  as  the  precautionary  ligatures  are  taken  away, 
the  anus  diminishes  and  the  intestine  recedes  more  and  more 
till  the  healing  is  complete.     Union  by  first  intention  is  the  rule. 

By  this  method  he  has  operated  successfully  on  twenty-three 
patients.  It  not  only  prevents  haemorrhage  but  diminishes  the 
danger  of  infection  ot  the  wound  and  of  subsequent  stricture. 


OBSTETRICAL. 

Pregnancy  FOLLOWING  Ventrofixation,  with  Improvements  in 
Technique.  Author's  abstract  of  paper  read  before  Ameri- 
can Gynaecological  Society  at  Boston,  May  24,  by  A. 
Lapthorn  Smith,  M.D.,  Montreal. 

The  author's  conclusions  were  based  upon  about  2,500  cases 
by  41  operators,  including  1 1 1  cases  of  his  own,  reported  in  reply 
to  a  circular  letter  of  inquiry. 

(i)  That  as  far  as  curing  retro-displacements  is  concerned, 
whether  retroflexion,  retroversion,  anteflexion  with  retroversion, 
and  also  prolapse  of  the  uterus,  ventrofixation  with  two  buried 
silk  stitches  passing  through  peritoneum  and  fascia,  gives  the 
most  reliable  results.  Failures  are  imknown  when  the  operation 
is  performed  in  this  way. 

(2)  Ventrofixation  should  be  reserved  for  cases  in  which 
abdominal  section  is  necessary  for  other  reasons,  such  as  detach- 
ing of  adhesions,  and  the  removal  of  the  diseased  tubes  which 
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caused  the  adhesions.     When  it  is  expected  that  pregnancy  may 
followy  some  other  operation  should  be  chosen,  because 

(3)  Although  pregnancy  only  followed  in  148  cases  out  of 
about  2,500,  still  in  30  per  cent,  of  these,  or  36,  there  was  pain, 
miscarriage,  or  difficult  labour  requiring  obstetrical  operations. 

(4)  When  suspensio  uteri  was  performed,  that  is,  the  uterus 
attached  to  the  peritoneum,  only  a  few  relapses  occurred ;  but 
on  the  other  hand,  the  patients  were  free  from  pain  during 
pregnancy,  and  the  labours  were  less  tedious  ;  neither  did  they 
require  resort  to  serious  obstetrical  operations.  The  uterus 
should  therefore  be  suspended  rather  than  fixed  to  the  abdo- 
minal wall,  in  all  cases  in  which  any  part  of  the  ovary  is  allowed 
to  remain. 

(5)  A  third  method,  it  is  claimed  by  some — namely,  the 
intra-abdominal  shortening  of  the  round  ligaments — is  preferable 
to  either  ventrofixation  or  suspensio  uteri.  This  may  be  done 
either  by  drawing  a  loop  of  the  round  ligament  into  the  loop 
which  ties  ofif  the  ovary  and  tube;  or  in  cases  in  which  the 
latter  are  not  removed,  simply  to  detach  them  from  adhesions 
and  shorten  the  round  ligament  by  drawing  up  a  loop  of  it  and 
stitching  it  to  itself  for  a  space  of  about  two  inches.  By  this 
means  the  round  ligament  develops  as  pregnancy  advances,  and 
the  dragging  and  pain  and  other  more  serious  accidents,  which 
are  present  in  30  per  cent,  of  the  cases  of  ventrofixation,  are 
certainly  avoided. 

(6)  If  the  uterus  is  attached  to  the  abdominal  wall,  the 
stitches  should  be  kept  on  the  anterior  surface,  but  near  the  top 
of  the  fundus  ;  the  complications  were  more  frequent  when  there 
was  too  much  anteversion  than  was  the  case  when  the  anterior 
surface  of  the  fundus  was  attached  to  the  abdominal  wall. 

(7)  As  large  a  surface  as  possible  should  be  made  to  adhere, 
by  scarifying  both  the  anterior  surface  of  the  fundus  and  the 
corresponding  surface  of  the  abdominal  peritoneum,  in  which 
case  one  buried  silk  suture  will  be  sufficient  to  keep  the  uterus  in 
good  position. 

(8)  Several  of  my  correspondents  mentioned  incidentally  that 
they  knew  of  many  cases  of  pregnancy  after  Alexander's  opera- 
tion, and  that  in  no  case  was  the  pregnancy  or  labour  unfavour- 
ably influenced  by  it.  Alexander's  operation  should  therefore 
be  preferred  whenever  the  uterus  and  appendages  are  free  from 
adhesions. 

(9)  The  results  of  Alexander's  operation  are  so  good  that  even 
when  there  are  adhesions  it  might  be  well  to  adopt  the  procedure 
of  freeing  the  adhesions  by  a  very  small  median  incision  and 
then  shortening  the  round  ligaments  by  Alexander's  method, 
after  which  the  abdomen  should  be  closed.  This  could  be  done 
without  adding  more  than  half  of  i  per  cent,  to  the  mortality, 
which  in  Alexander's  operation  is  nil. 
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On  the  Propriety  of  Curetting  the  Uterus  in  Delayed 
Puerperal  Involution.  By  Knapp  (Prague).  /Wi.,  pp. 
414-428. 

Gives  in  tabular  form  twelve  cases  of  puerperal  subinvolu- 
tion, in  which  the  fundus  still  reaching  midway  between  the 
pubis  and  navel  on  the  tenth,  or  in  the  later  ones,  on  the  eighth 
or  seventh  day  after  delivery — he  curetted  the  uterus,  and  invo- 
lution was  accelerated  without  any  harm  ensuing,  and  considers 
the  operation  suitable  for  all  such  cases,  and  not  only  for  those 
in  which  ovular  fragments  are  retained. 

On  Dilatation  and  Digitation  of  the  Uterus  as  fore-act 
TO  Treatment.  By  Sanger.  Ccntralblatt  /.  Gynak.^  vii., 
1898. 

In  this  article  Sfinger  again  warmly  recommends  palpation 
of  the  uterine  cavity  as  being  in  suitable  cases  much  more 
valuable  in  diagnosis  than  the  sound  and  curette,  and  especially 
so  as  it  affords  a  knowledge  of  the  condition  of  the  walls  of  the 
organ.  He  advises  dilatation  by  laminaria  tents  most  carefully 
sterilised.  In  affections  of  the  corpus,  which  are  probably 
malignant,  the  use  of  the  curette  is  superior  to  simple  palpation, 
but  palpation  with  curettage  and  microscopical  examinations 
will  give  more  information  than  the  two  latter  only.  SSnger 
lays  down  the  following  indications  for  full  dilatation  : — 

(i^  In  abortion  for  the  removal  of  retained  fragments,  he 
describes  a  new  ovum  forceps  for  this  purpose,  and  also  new 
vulsella  for  fixing  the  portio,  to  be  seen  in  the  original.  He  has 
abandoned  intrauterine  tampons  except  in  extreme  atony. 

(2)  In  myomata  of  the  corpus  uteris  whether  for  the  removal  of 
submucous  myomata  and  myomatous  polypi,  or  as  a  prelude  to 
dividing  the  uterus  in  operating  on  larger  myomata. 

(3)  For  diagnostic  purposes  in  certain  enlargements  of  the 
uterus. 

(4)  When  repeated  scrapings  have  been  without  benefit 
before  and  after  the  use  of  the  curette,  the  uterus  is  syringed  out 
with  sublimate  (except  in  cases  of  abortion)  and  afterwards  with 
soda  solution;  unless  there  is  some  exceptional  difficulty  no 
anaesthetic  is  required.  In  one  hundred  cases  treated  on  these 
principles,  Sanger  did  not  meet  with  a  single  death,  though 
there  were  two  cases  of  infective  adnexal  disease,  with  pelvic 
peritonitis,  which  recovered. 

Gessner,  in  No.  12  of  the  same  publication,  opposes  several 
of  Sanger's  conclusions,  more  especially  the  necessity  of  palpating 
the  uterine  cavity,  as  well  as  exploring  it  with  the  curette,  in 
suspected  malignant  disease.  Exploration  in  most  cases  is 
sufficient  in  the  treatment  of  abortion.    Gessner  condemns  the 
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curette  as  having  been  already  the  cause  of  much  evil,  and  the 
use  of  laminaria  tents,  even  for  the  removal  of  remains,  which 
are  not  aseptic. 


The  Secretion  of  Urine  in  the  Fcetus.  By  L,  Schallbr. 
Centralblatt  f,  Gynak.^  xiii.,  1898. 

Phloridzin  is  known  to  cause  an  innocent  diabetes,  when 
administered  to  human  beings,  and  with  the  object  of  deciding 
the  vexed  question  of  the  secretion  of  urine  during  foetal  life. 
Schaller  has  experimented  by  giving  this  drug  to  pregnant 
women.  The  results  were  not  altogether  convincing ;  the  amoimt 
of  sugar  in  the  liquor  amnii  should  be  in  direct  proportion  to  the 
foetal  secretion  of  urine,  but  in  fourteen  of  the  twenty  cases  the 
waters  did  not  contain  any  sugar,  and  in  the  other  six  but  a 
moderate  amount.  On  the  other  hand,  sugar  can  invariably  be 
found  in  the  urine  of  new-born  children,  if  the  last  dose  of 
phloridzin  was  given  to  the  mother  not  more  than  thirty-two 
hours  before  delivery. 

Conservative  Operation  for  Chronic  Inversion  of  the 
Uterus.    By  F.  A.  Kehrer.    Centralb,  f.  Gynak,^  I^q.  12. 

In  one  case  Kehrer  adopted  the  following  procedure,  which 
he  believes  to  be  an  improvement  on  Kustner's.  The  inverted 
uterus  enveloped  in  gauze  was  drawn  down  to  the  entrance  of 
the  vagina,  and  an  incision  made  on  its  anterior  surface,  through 
the  whole  length  of  the  cervix,  from  the  os  externum  to  rather 
beyond  the  middle  of  the  corpus,  and  extending  into  the  peri- 
toneal cavity ;  the  wound  was  then  stitched  up  from  the  fundus 
to  the  OS  internum,  the  inversion  reduced,  and  finally  the  lower 
part  of  the  wound  sewn  up  as  far  as  the  os  externum. 

The  Connection  of  Tubal  Rupture  and  Tubal  Abortion 
WITH  THE  Course,  Prognosis,  and  Treatment  of  Tubal 
Pregnancy.  By  Fehling  (Halle).  Zeitschrift  /.  Geh.  u. 
Gyn.^  xxxiii.,  i. 

On  the  basis  of  83  tubal  pregnancies,  51  of  which  were 
operation  cases  under  his  own  observation  during  the  last  three- 
and-a-half  years,  while  amending  his  own  earlier  views,  Fehling 
attacks  many  dogmas  that  are  still  accepted.  In  the  first  place 
he  complains  that  in  spite  of  its  importance  for  prognosis  and 
treatment,  sufficient  distinction  is  not  made  between  rupture  and 
tubal  abortion.  He  has  found  abortion  eight  times  as  frequent 
as  rupture.  The  principle  of  treatment  is  very  different  in  case 
of  rupture,  as  in  every  case  of  unruptured  tubal  pregnancy,  as 
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soon  as  the  diagnosis  is  established  one  should  operate  imme- 
diately, but  in  tubal  abortion  with  haemotocele  the  treatment,  at 
first,  should  be  expectant.  Operation  is  indicated  if,  in  spite 
of  rest  under  medical  observation  (a)  the  tumour  continues  to 
get  larger ;  or  if  there  are  symptoms  of  {b)  internal  haemorrhage ; 
or  {c)  suppuration  of  the  sac.  He  discards  the  simple  vaginal 
incision,  and  advocates  the  removal  of  diseased  adnexa  by  the 
abdominal  method.  Retroflexion  of  the  gravid  womb,  retro- 
uterine  tumours,  softening  myomata,  and  ovarian  cysts  must  be 
considered  in  the  differential  diagnosis  as  well  as  other  tumours 
of  the  tubes,  especially  sacto-salpinx  purulenta,  which  he  himself 
mistook  four  times  for  tubal  abortion.  Haematocele  from  pelvic 
peritonitis  may  complicate  the  case  and  increase  the  difficulty  of 
diagnosis. 

Repbated  Ectopic  Pregnancy  and  Laparotomy.  By  Falk 
(Jena).    ZHtschrift  /.  Geb,  u.  Gyn»^  xxxiii.,  2. 

A  woman  of  29,  who  in  1894  underwent  laparotomy  for  intra- 
abdominal haemorrhage  due  to  rupture  of  a  pregnancy  in  the 
right  tube,  was  operated  on  again  in  1897  ^'^^  similar  bleeding 
from  a  pregnancy  of  the  left  tube.  She  did  well  each  time. 
Old  perimetritic  strings  and  adhesions  were,  in  Falk's  opinion, 
the  ectopic  gestation. 

J.  J.  M. 

Contribution  to  the  Study  of  Extra  Uterine  Gestation. 
On  Pregnancies  developed  in  Healthy  Fallopian 
Tubes.  By  E.  Paquy.  Tkhse^  Paris,  1897;  P''"*-  MH-^ 
Dec.  24,  1897;  ^^v*  Obst.  Intern,^  Jan.  i,  1898. 

The  author  rejects  the  idea  of  sudden  emotions,  fright  at  the 
time  of  coitus  being  the  cause,  &c.  He  also  rejects  the  opinion 
which  attributes  the  ectopic  pregnancy  to  a  congenital  malfor- 
mation of  the  Fallopian  tube,  considering  the  fact  of  having  met 
with  tubal  pregnancy  in  women  having  had  previously  several 
uterine  pregnancies  as  sufficient  proof  of  the  incorrectness  of 
such  theory.  The  obstruction  of  the  lumen  of  the  Fallopian 
tube  by  compression  from  a  tumour  can  only  explain  a  few 
particular  cases  where  a  tumour  exists. 

According  to  Lawson  Tait  the  uterus  is  the  seat  of  normal 
fecundation.  The  cilia,  which  line  the  canal  of  the  Fallopian 
tube,  oppose  the  progress  of  the  spermatozoa  up  the  Fallopian 
tube.  In  order  to  allow  the  spermatozoa  to  reach  the  ovule  in 
the  salpinx,  so  that  the  fecundated  ovum  should  attach  itself 
to  the  tubsd  wall,  it  would  be  necessary  that  the  cilia,  which 
oppose  the  progress  of  the  spermatozoa  up  the  tube  and  carry 
the  ovule  into  the  uterus,  should  have  disappeared  under  the 
influence  of  some  previous  inflammation.     It  would  accordingly 
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be  the  destruction  of  the  epithelium  through  salpingitis  which 
would  prepare  the  ground  for  the  adhesion  of  the  ovum  to  the 
canal  of  the  Fallopian  tube. 

But  it  has  been  actually  demonstrated  that  the  spermatozoa 
normally  reach  the  Fallopian  tube  where  fecundation  apparently 
takes  place.  The  meeting  of  the  ovule  and  spermatozoa  does 
not  take  place  in  the  uterine  cavity.  The  basis  of  the  theory 
of  Lawson  Tait  is  therefore  false.  Moreover,  M.  Paquy 
demonstrates  that  salpingitis  is  not  necessary  to  explain  the 
arrest  of  the  ovum  in  the  Fallopian  tube.  Ectopic  pregnancy 
takes  place  in  females  that  have  no  salpingitis.  It  occurs  in 
women  who  have  never  presented  any  inflammatory  phenomena 
of  the  uterine  appendages.  Lastly,  the  histological  examina- 
tion of  gravid  Fallopian  tubes  does  not  evince  any  lesions  of 
salpingitis.  Neither  is  it  logical  from  the  author's  point  of  view 
to  consider  that  metritis,  which  is  a  relative  cause  of  sterility  by 
preventing  the  development  of  the  ovum  in  the  uterus,  should 
favour  the  occurrence  of  tubal  pregnancy.  In  a  word,  the  tubal 
mucous  membrane  must  be  perfectly  healthy  to  enable  the  ovum 
to  adhere  to  it  and  develop  itself. 

P.  Z.  H. 


Bacterium  Coli  in  Relation  to  the  Origin  of  Puerperal 
Fever.    By  Schenk  (Prague).    IhiA.^  pp.  427-438. 

Among  the  organisms  which  cause  puerperal  fever  are  the 
streptococcus  pyogenes,  the  staphylococcus  pyogenes,  Neisser's 
gonococcus  and  certain  anaerobic  bacilli,  discovered  in  the  lochial 
secretion  by  Kronig ;  in  comparatively  few  cases  the  bacterium 
coli.  The  author  gives  two  such  cases,  one  ending  in  fatal 
peritonitis,  in  which  streptococci  were  also  present,  the  other 
recovering,  though  the  virulence  of  pure  cultivations  from 
vaginal  ulcers  was  very  marked.     No  cocci  were  present. 

A  spondylolisthetic  pelvis  is  described  by  Jellinghaus  (Halle), 
as  a  supplement  to  the  clinical  observation  of  the  same  case 
(vol.  Hi.  Hft.  2).  The  woman  conceived  again,  neglected  to 
apply  for  premature  delivery,  and  died  from  rupture  of  the 
uterus. 

Meinert  (Dresden)  gives  a  case  of  tetanus  during  pregnancy 
after  unilateral  thyroidectomy.  Tetanic  spasms  disappeared 
under  chloral.  Labour  at  term  without  accident :  a  sickly  boy, 
who  at  4  months  had  convulsions,  and  died  at  9  months  old. 
About  a  year  afterwards,  in  the  eighth  month  of  her  eleventh 
pregnancy,  premature  labour  was  induced  on  account  of  severe 
and  obstinate  tetanus.  Improvement  followed,  and  was  aided  by 
thyroid  tablets.  Tetanus,  after  such  a  unilateral  operation,  does 
not  seem  to  be  recorded.    The  reappearance  of  the  spasms  in 
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the  latter  pregnancy  may  have  been  due  to  the  contraction^ 
which  had  in  the  meanwhile  occurred  in  the  remaining  part  of 
the  gland. 

J.  J.  M. 

PUBRPBRAL      SBPTICiCMIA       TREATBD      BY      AnTI-STRBPTOCOCCUS 

Sbrum.     By  C.  L.  Frasbr,  F.R.C.S.     Lancet^  February, 
1898. 

This  was  a  successful  case  and  is  worth  noting  in  some 
of  its  details. 

The  patient  was  a  very  thin,  pale,  and  delicate  woman,  aged 
25.  At  her  confinement  on  December  10,  1897,  ^^^  could  render 
herself  very  little  help,  the  pains  were  feeble  and  useless,  conse- 
quently she  was  delivered  by  forceps,  in  regard  to  which  opera- 
tion there  was  no  particular  difficulty.  For  two  days  she  did 
very  well,  but  on  December  13  the  temperature  in  the  morning 
was  102°  F.  and  the  pulse  was  104.  There  was  no  abdominal 
tenderness  but  there  was  a  very  slight  foetor  of  the  lochia.  On 
the  14th  the  temperature  was  still  102°  and  the  foetor  was  more 
marked.  The  uterus  was  washed  out  with  a  t  in  60  solution  of 
carbolic  acid  and  then  with  hot  water.  On  the  15th  the 
temperature  was  101°,  but  no  local  treatment  was  allowed  as 
the  patient  felt  so  ill.  On  the  i6th  the  temperature  was  101*5^ 
in  the  morning  and  103^  at  night.  On  the  17th  the  temperature 
reached  103°  and  during  the  night  a  severe  rigor  had  occurred ; 
the  onlookers  thought  she  had  convulsions.  The  pulse  was  very 
fast  and  thready,  nearly  *<  rimning."  The  face  was  pinched  and 
anxious,  with  a  death-like  pallor.  With  difficulty  the  uterus 
was  curetted,  well  washed,  and  flushed  with  carbolic  acid 
solution  and  then  packed  to  the  fundus  with  iodoform  gauze. 
Its  cavity  was  large  and  uncontracted  and  before  the  washing 
the  odour  was  very  strong.  She  was  being  well  nursed  and  was 
fed  with  milk,  raw  meat  juice,  and  brandy.  On  the  i8th  the 
temperature  was  104*2''  in  the  morning  and  the  pulse  was  120, 
soft,  and  very  compressible.  The  gauze  was  removed  from  the 
uterus,  but  the  septic  odour  was  easily  perceptible  through  the 
iodoform,  and  the  skin  was  sweating  profusely  and  was  blotched 
over  the  chest  and  abdomen.  At  3  p.m.  10  cc.  of  anti-strepto- 
coccic  serum  were  injected  into  the  cellular  tissue  of  the 
abdominal  wall.  At  8  p.m.  the  temperature  was  102*6^,  the 
pulse  was  106,  the  respirations  were  24,  and  headache  was 
nearly  driving  the  patient  frantic.  She  felt  so  ill  and  weak  that 
neither  she  nor  her  friends  would  allow  further  washing.  On 
the  morning  of  the  19th  the  temperature  was  100°  and  the  pulse 
was  92.  The  patient  had  had  a  better  night ;  the  headache  was 
much  less  severe,  the  discharge  was  not  so  foetid,  and  she  had  a 
sense  of  feeling  better.     10  cc.  of  the  serum  were  injected.     At 
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8.30  p.m.  the  temperature  was  ioi'2°  and  the  pulse  104.  The 
discharge  did  not  smell  foetid.  The  headache,  however,  was 
still  severe,  but  a  six-grain  dose  of  butyl-chloral  relieved  it.  On 
the  2oth  the  temperature  was  101°  and  the  pulse  was  104.  The 
headache  was  easier,  the  pulse  firmer,  the  tongue  cleaner,  the 
skin  drier  and  less  blotchy,  and  the  anxious,  pinched  face  had 
smoothed  out  a  little.  The  uterus  was  washed  out  with  carbolic 
solution  and  10  cc.  of  the  serum  were  injected.  On  the  21st 
the  temperature  was  100°  and  the  pulse  was  108.  The  headache 
was  easier,  as  also  were  the  other  symptoms.  On  the  22nd  the 
morning  temperature  was  99*6^  and  the  pulse  was  100.  She 
was  still  improving,  and  the  head  especially  was  comfortable.. 
The  uterus  was  washed  out  with  strong  carbolic  solution  and  a 
shred  came  away  of  what  appeared  like  macerated  membrane 
about  two  inches  long.  The  foetor  was  not  marked.  At  8  p.m. 
the  temperature  was  101°  and  the  pulse  was  108.  The  headache 
was  worse  and  altogether  the  patient  was  not  so  wdl.  On 
the  23rd,  to  my  great  disappointment  after  such  a  struggle, 
the  temperature  was  104°,  the  pulse  was  120,  and  all  the 
sjmiptoms  were  aggravated,  the  headache  being  terrible.  A 
severe  pain  had  attacked  the  left  leg,  which  was  slightly  swollen.. 
The  veins  in  the  popliteal  space  were  hard  and  corded  and  the 
calf  was  very  tender  to  touch.  Large  linseed  poultices  were 
applied.  On  the  24th  the  temperature  was  103*4°  ^^^  ^^^  pulse 
was  116.  The  head  was  very  painful,  but  the  pain  in  the  leg 
was  not  so  intense.  There  was  no  foetor  at  all  from  the  discharge 
and  the  other  symptoms  were  more  favourable. 

The  course  of  events  from  this  point  is  of  great  interest,  for 
the  temperature  fell  1°  every  morning  until  it  reached  normal  on 
the  29th,  the  pulse  corresponding.  The  tenderness  of  the  leg 
gradually  disappeared,  likewise  the  swelling;  the  corded  veins 
softened  very  quickly,  and  by  the  end  of  the  month  the  patient 
could  move  the  leg  about  quite  freely  and  without  pain.  Her 
further  progress  has  been  uneventful  if  slow.  It  seems  to  me 
that  it  is  just  possible  that  the  serum  may  have  assisted  such  a 
very  rapid  resolution  of  symptoms  which  had  all  the  appearance 
of  a  genuine  phlegmasia. 

The  History  of  Puerperal  Fever  in  the  Charity  Hospital 
AT  Berlin.     By  Velde.    Archiv  filr  Gyndkologie,  Band  Iv^ 

S.  III. 

An  address  delivered  last  year  to  the  Medical  Society  of  the 
Hospital,  showing  that  from  1852  to  i860  the  mortality  varied 
from  1*5  to  167  per  cent.,  afterwards,  with  many  reversions,, 
diminishing  gradually  to  0*23  per  cent,  in  1895. 

J.J.  M. 
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Principles    of    Treatment   in    Puerperal   Eclampsia.    By 
William  Warren  Potter,  M.D.,  of  Buffalo,  N.Y. 

The  principles  advocated  in  this  paper  are  grouped  at  the 
end  under  the  following  heads : — 

(i)  Though  the  pathogenesis  of  eclampsia  is  unsettled,  it 
belongs  solely  to  the  pregnant  or  puerperal  state.  It  is  not 
apoplectic,  epileptic  or  hysterical  in  character. 

(2)  It  depends  upon  toxaemia  due  to  over-production  of 
toxins  and  under-elimination  by  the  emunctories. 

(3)  These  toxins  probably  have  their  origin  in  the  ingesta,  in 
intestinal  putrefaction,  in  foetal  metabolism — one  or  all — and 
there  is  co-existing  sluggishness,  impairment,  or  suspension  of 
elimination. 

(4)  When  the  prodromes  of  eclampsia  appear  the  kidney 
should  be  interrogated  as  to  its  functions  and  all  symptoms 
carefully  watched. 

(5)  Treatment  is  preventive  and  curative.  Preventive  treat- 
ment is  medicinal  and  hygienic  ;  curative  treatment  is  medicinal 
and  obstetric. 

(6)  Milk  diet  and  distilled  water  should  be  given  in  the  pre- 
eclamptic state  to  dilute  the  poison,  hasten  its  elimination,  and 
nourish  the  patient. 

(7)  Blood-letting  should  only  be  employed  in  plethora  or 
cyanosis.  It  is  liable  to  cause  anaemia  if  persisted  in  or  repeated, 
whereas  red  blood  corpuscles  must  be  conserved,  not  wasted. 
Glonoin  diminishes  vaso-motor  spasm,  hence  may  be  given  freely 
in  appropriate  cases.  Veratrum  viride  is  a  cardiac  depressant 
and  a  dangerous  remedy  if  pushed  to  an  extent  that  will  control 
convulsions. 

(8)  Eclampsia  is  the  expression  of  a  further  maternal  in- 
tolerance of  the  foetus ;  hence,  as  a  primal  measure,  the  uterus 
should  be  freely  emptied  of  its  contents. 

(9)  Medicinal  treatment  alone  is  delusive,  and  when  relied 
upon  exclusively  is  fraught  with  danger  both  maternal  and  foetal, 
whereas  in  the  prompt  induction  of  labour  is  found  a  rational 
application  of  science  to  a  desperate  condition,  and  it  furnishes 
the  only  basis  of  expectation  for  a  diminished  mortality. 

J.  F.  J. 

On  the  use  of  the  High  Forceps,  more  especially  in  Con- 
tracted Pelvis.  By  Stephen  Toth  (Tauffer*s  Clinic, 
Budapest).    Avchiv  fiif  Gyndkologicy  Band  Iv.,  p.  12. 

A  review  of  the  use  of  axis-traction  forceps  (Tarnier's  or 
Breus*),  in  44  cases.  In  10  cases  of  normal  pelvis  7  children 
were  bom  alive,  3  dead,  2  of  which  were  enormous.     In  the 
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second  group  of  24  cases  the  pelvis  was  contracted,  but  delivery 
was  completed  by  the  aid  of  the  forceps;  there  was  i  death 
from  sepsis ;  fever  in  7  other  cases,  none  in  the  remaining  16 ; 
children  born  alive,  21  ;  dead,  3.  The  last  group  is  of  10  cases, 
in  which  the  pelvis  was  contracted  and  the  forceps  was  applied 
unsuccessfully.  In  one  an  attempt  to  turn  was  made  after  the 
failure  with  the  forceps — which  Toth  himself  agrees  in  con- 
demning— and  the  result  was  fatal  from  rupture  of  the  uterus 
and  peritonitis  ;  of  the  remaining  9,  4  were  feverish,  5  apyretic. 
All  the  children  were  perforated.  Toth  endeavours  to  show 
that  the  mortality  of  the  mothers  delivered  by  the  high  forceps 
is  considerably  more  favourable  than  that  after  turning  or  after 
perforation.  But  prophylactic  version  is  certainly  better  for 
the  child,  and  from  the  last  10  cases  would  seem  to  be  less 
perilous  to  the  mother  than  the  high  forceps,  even  when  applied 
by  experts.  Toth,  however,  says  that  the  great  advantage  of 
the  high  forceps  does  not  lie  in  the  happy  results  to  the  mother 
and  child  of  their  successful  application,  but  rather  in  leaving 
nature  to  complete  delivery  in  a  large  number  of  cases  in  which 
the  advocates  of  spontaneous  version  would  certainly  have 
interfered*. 

Three  Cases  of  Intestino-vaginal  Fistula  from  the  Use 
OF  Compression  Forceps.  By  Schiller  (Berlin).  Zeitschrift 
f,  Geb,  u,  Gyn.y  xxxiii.,  i. 

The  cases  occurred  in  extirpation  of  the  uterus  (two  for  car- 
cinoma) by  Broese ;  the  first  healed  spontaneously,  the  other 
two  patients  died  with  the  fistula  unhealed.  To  prevent  such 
accidents  the  author  recommends  that  the  forceps  should  be 
carefully  covered  with  strips  of  gauze  on  the  abdominal  side. 
Broese  had  no  fistula  to  deal  with  in  subsequent  radical  opera- 
tions by  the  vagina. 

On  the  Influence  of  Morphia  and  Ether  upon  the  Uterus 
in  Labour,  with  Observations  on  the  Physiology  of 
the  Uterine  Contractions.  By  Hensen  (Kiel  Frauen- 
klinic).     Arch,  fur  Gynakologie,  Band  Iv.,  s.  128. 

These  investigations  have  been  carried  out  exclusively  by 
the  registration  of  the  intra-uterine  pressure,  a  method  employed 
by  Schatz  for  ergot,  Dohnhoff  for  chloroform,  Klikowitsch  for 
nitrous-oxide,  Acconci  for  chloral,  ergot,  cocain  and  quinine. 
In  regard  to  quinine  Smolsko  in  this  way  found  that  the  uterine 
contractions  were  longer  and  more  extensive  but  unaltered,  the 
intervals  unaffected  and  that  the  action  marched  with  the  in- 
crease of  the  dose.     Chloral,  Bechowszow  found  in  large  doses 
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enfeebled  the  contractions,  but  in  non-narcotic  doses  promoted 
the  enlargement  of  the  os. 

Hensen  gives  a  picture  (s.  131)  of  the  apparatus  he  employed, 
consisting  essentially  of  an  intrauterine  india-rubber  bag,  Pick's 
spring  manometer  and  a  kymographion  (revolving  drum) ;  by 
repeated  careful  experiments  he  has  obtained  the  following 
results : — 

Morphia,  in  doses  of  from  0*5-2  cgr.  does  not  affect  the  con- 
tractions of  the  uterus  or  the  abdominal  pressure. 

Ether,  after  one  or  two  minutes'  administration,  greatly 
diminishes  the  labour  of  the  uterus,  lessening  the  extent  and 
prolonging  the  interval  between  the  pains. 

Labour  commences  again  five  to  twenty  minutes  after  the 
ether  is  stopped.  In  ether  narcosis  abdominal  pressure  is 
arrested. 

J.  J.  M. 

The  History  of  Pain  and  the  Menstrual  History  of 
Extra-uterine  Pregnancy.  By  Barton  Cooke  Hirst, 
M.D.,  of  Philadelphia. 

There  are  th^ee  cardinal  symptoms  of  ectopic  gestation: 
pain,  characteristic  in  nature,  manner  of  occurrence,  and  situa- 
tion ;  irregularity  of  menstruation,  often  with  the  discharge  of 
"pieces  of  flesh  "  (decidua) ;  and  these  physical  signs  :  for  the  first 
two,  three,  or  four  weeks  a  small  swelling  in  the  tube,  no  bigger 
,than  the  end  joint  of  one's  thumb,  and  unadherent ;  later  an 
exquisitely  sensitive  mass  fixed  in  the  pelvis  by  thick  velvety 
adhesions. 

As  regards  the  pain,  the  author  reports  in  a  tabular  form  the 
history  of  twenty-two  extra-uterine  pregnancies.  The  pain  may 
be  described  as  a  pain  described  by  the  patient  in  strongest 
terms  ;  occurring  in  paroxysms  with  intervals  free  from  suffering ; 
appearing  at  any  time  from  a  few  days  to  months  after  a  normal 
menstruation  ;  situated  often  in  one  groin,  though  frequently 
indefinitely  referred  to  the  lower  abdomen ;  so  severe  as  to  occa- 
sion profound  systemic  disturbance  with  every  appearance  of 
excessive  shock.  This  shock  is  not  due  to  haemorrhage,  for  the 
amount  of  blood  lost  may  be  only  a  little. 

As  regards  the  menstrual  history,  it  is  one  of  irregularity  and 
often  not  of  cessation  at  all.  In  six  of  the  cases  there  was  no 
cessation  of  menstruation  and  in  four  more  the  menstrual  period 
was  only  delayed  ten  to  twelve  days.  Prolonged  uterine  bleed- 
ing, on  the  other  hand,  preceded  or  followed  by  the  discharge 
of  decidua,  is  the  almost  universal  rule  at  some  period  in  the 
history  of  a  tubal  pregnancy. 

J.  F.  J. 
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Ergot  in  Obstetrics.  By  Dr.  More  Madden.  New  Orleans 
Med.  yourn. 

Dr.  More  Madden  considers  that  ergot  may  be  given  with 
advantage  before  or  during  the  second  stage  of  labour,  if  the 
presentation  be  cranial,  and  there  be  no  obstacle  to  delivery  in 
the  parturient  canal.  In  the  first  stage,  it  is  to  be  recommended 
where  from  inertia  there  is  evident  danger  to  mother  or  child 
from  a  protraction  of  labour,  but  it  is  essential  that  the  os  uteri 
be  sufficiently  dilatable  to  allow  speedy  delivery  by  forceps,  if 
necessary.  During  the  second  stage,  the  drug  is  of  value  in 
delay  from  simple  inertia,  or  when  there  is  reason  to  believe  that 
subsequent  haemorrhage  may  occur,  or  any  further  complication 
which  may  demand  its  use.  In  the  third  stage,  or  post-partum, 
it  may  be  used  to  hasten  the  expulsion  of  the  placenta,  to  arrest 
haemorrhage,  to  produce  tonic  uterine  contraction,  so  that  the 
uterine  sinuses  may  become  thoroughly  sealed,  and  thus  mini- 
mise the  risk  of  subsequent  septic  invasion.  It  is  of  further 
value  in  arresting  after-pains  and  promoting  thorough  uterine 
involution. 

When  given  at  all,  ergot  should  be  administered  but  once 
during  labour,  and  in  a  full  dose ;  this  being  infinitely  preferable 
to  repeated  small  doses.  The  author  makes  a  practice,  there- 
fore, of  giving  2  or  3  drms.  of  the  fresh  liquid  extract  by  the 
mouth,  together  with  i  drm.  by  deep  hypodermic  injection  in 
the  gluteal  region.  In  the  150  cases  he  specially  cites  where 
ergot  was  employed,  seventy  were  primiparae  and  eighty  multi- 
paras. The  result  was  favourable  to  the  mother  in  148  cases. 
Ninety-five  times  the  drug  was  given  before  the  birth  of  the 
child,  and  in  fifteen  of  these  during  the  first  stage.  The  birth  of 
the  placenta  in  eighty-six  of  these  cases  was  natural  and  spon- 
taneous. 

Pelvic  Abscess  and  Accidental  HiEMORRHAGE  in  a  Pregnant 
Woman.  By  R.  Jardine,  M.D.,  &c.  Brit,  Med.  jfourn., 
January  29,  1898. 

This  is  a  very  interesting  case,  and  is  therefore  recorded  as 
fully  as  possible,  the  daily  progress  and  some  other  details  only 
being  omitted. 

The  patient,  a  Mrs.  C,  aged  34,  VI. -para,  was  admitted  to 
the  Glasgow  Maternity  Hospital  on  April  29,  1897.  She  stated 
that  she  had  never  been  a  very  strong  woman,  but  had  never 
had  any  serious  illness.  There  had  been  nothing  remarkable 
about  her  confinements  except  that  after  her  third  she  had 
had  an  attack  of  "  inflammation  of  the  womb."  After  that  for 
six  months  she  had  suffered  from  weakness,  pain  in  the  back, 
and   "whites.**     She  gave  no  history  of  ever  having  had  any 
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discharge  of  pus  from  the  vagina,  but  gave  a  confused  account 
of  having  noticed  a  swelling  in  the  abdomen  midway  between 
the  umbilicus  and  pubes  about  three  years  ago  after  her  fourth 
confinement.  She  stated  that  for  the  last  month  or  so  she  had 
noticed  that  this  swelling  was  rapidly  increasing  in  size.  Her 
last  menstrual  period  had  been  towards  the  end  of  March,  and 
it  had  been  scantier  than  usual.  Before  that  she  had  been  quite 
regular.  Eleven  days  before  admission,  after  retiring  to  bed, 
she  was  seized  with  a  sudden  discharge  of  blood  from  the 
vagina,  which  lasted  about  nine  hours.  It  came  in  a  gush 
without  any  warning,  and  was  accompanied  by  a  little  pain, 
dull  in  character,  over  the  lower  part  of  the  abdomen,  if  any- 
thing more  severe  on  the  right  side.  She  felt  feverish  and 
shivered  at  times,  but  there  was  no  severe  rigor.  The  blood 
was  dark  in  colour,  with  some  clots,  but  nothing  else.  She  got 
up  in  the  morning  and  did  her  usual  housework.  There  was  no 
discharge  during  the  day,  but,  on  retiring  to  bed  the  next  night 
the  discharge  recurred  in  smaller  amount.  Up  to  the  date  of 
admission  she  had  more  or  less  discharge  each  night,  but  none 
during  the  day. 

Condition  of  Patient  on  Admission, — She  is  weak,  and  very 
anaemic.  There  is  evident  pulsation  in  the  veins  of  the  neck, 
but  no  cardiac  murmur.  There  is  an  abdominal  tumour, 
central  in  position,  measuring  about  7J  inches  vertically  from 
the  pubes,  and  9  inches  transversely  in  its  widest  part.  The 
swelling  is  freely  movable  from  side  to  side.  It  feels  soft  and 
elastic.  There  are  no  contractions  evident ;  no  foetal  heart 
sounds,  but  a  distinct  uterine  souffle  is  heard.  No  fcetal  parts 
can  be  felt  per  vaginam ;  the  cervix  is  thick  and  soft,  and  the 
external  os  admits  the  tip  of  the  finger.  The  internal  os  is 
completely  closed.  The  uterus  is  enlarged,  and  lying  well 
forward,  and  feels  doughy  and  soft.  In  the  anterior  fornix,  at 
the  junction  of  the  body  and  cervix  a  distinct  groove  is  felt. 
This  distinct  groove  was  also  noticed  by  Dr.  Edgar,  the  assistant 
physician,  who  kindly  examined  her  for  me.  We  thought  it  was 
caused  by  the  body  of  the  uterus  lying  so  far  forward  that  it 
formed  an  angle  with  the  cervix.  At  the  post-mortem  examination 
this  was  shown  to  have  been  the  track  of  the  sinus  which  we  had 
felt.  After  the  examination  there  was  a  little  dark  watery  dis- 
charge.    A  douche  was  given. 

The  diagnosis  presented  considerable  diflSculty.  She  was 
evidently  pregnant,  but  from  her  menstrual  history  she  had 
only  missed  one  period,  and  the  one  before  that  had  been 
very  scanty,  so  that,  going  by  the  history,  she  could  not  be 
more  than  two  months  gone.  The  uterus  by  its  size  would 
indicate  at  least  between  six  and  seven  months.  I  was  inclined 
to  think  we  had  to  deal  with  a  hydatid  mole,  but  could  get  no 
indication  of  any  vesicles  having  been  passed.     She  was  put 
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upon  small  doses  of  ergot,  strychnine,  and  iron,  and  a  liberal 
diet. 

Next  day  there  was  a  slight  oozing  of  serum.  The  catheter 
had  to  be  passed.  She  said  she  was  feeling  stronger.  Her 
temperature  was  practically  normal.  She  did  very  well  until 
May  3,  when  some  dark-coloured  blood  began  to  come  away. 
In  consultation  with  my  colleague,  Dr.  Black,  1  decided  to  dilate 
the  cervix  with  Hegar*s  dilators,  and  explore  the  cavity  of  the 
uterus.  Under  chloroform  I  pulled  the  cervix  down  and  steadied 
it  with  forceps,  and  dilated  until  the  finger  could  be  introduced. 
The  lower  part  of  the  uterine  cavity  was  full  of  black  clot,  but 
no  foetus  could  be  reached.  As  the  cervix  was  still  full  length  I 
could  not  reach  any  distance  into  the  cavity.  Some  of  the  clot 
was  washed  out,  and  a  small  Barneses  bag  introduced.  A  firm 
binder  was  put  on.  The  forceps  had  torn  the  mucous  membrane 
of  the  anterior  lip  of  the  cervix  transversely.  The  walls  of  the 
cervix  were  intact.  The  dilatation  was  done  about  i  p.m.  At 
11.30  p.m.  I  removed  the  bag,  and  found  the  cervix  was  shortened 
considerably.  On  dilating  further  with  my  fingers,  I  found  there 
was  a  fcetus  in  its  bag  of  membranes  attached  to  the  fimdus  of 
the  uterus.  More  than  half  of  the  cavity  was  occupied  by  blood 
clot.  I  ruptured  the  membranes  and  drew  the  fcetus  down. 
The  amount  of  liquor  amnii  was  small.  Dr.  Black  then  dilated 
further,  and  delivered  the  body  of  the  foetus,  breech  first.  The 
head  came  off,  but  was  caught  in  the  fingers  and  removed.  The 
placenta  was  detached  from  the  fundus,  and  removed.  It  and 
the  membranes  seemed  healthy,  and  showed  no  evidence  of 
haemorrhage.  The  uterus  was  thoroughly  washed  out,  and  it 
contracted  firmly.  The  anterior  wall  of  the  cervix  was  found  to 
have  been  lacerated.  This  had  evidently  happened  during  the 
dilatation  with  the  fingers  and  delivery  of  the  foetus,  but  we 
could  not  understand  why  it  had  given  way. 

A  hypodermic  of  ergotin  was  given.  The  patient  did  not 
show  any  signs  of  collapse.  Her  temperature  was  100°  at  the 
time  of  delivery.  It  had  been  99°  and  99'8°  the  two  days 
previous. 

May  7. — She  was  much  weaker,  and  could  not  be  roused. 
Temperature  100°.     She  gradually  sank  and  died  at  3.20  p.m. 

Post-mortem. — The  stomach  and  small  intestine  appear  normal. 
The  caput  caecum  is  firmly  bound  down  in  the  right  iliac  fossa, 
and  the  vermiform  appendix  lies  along  its  inner  aspect  in  a  direc- 
tion upwards  and  inwards.  When  the  caput  caecum  is  pulled  for- 
ward and  freed  by  section  of  its  lateral  adherents,  a  large  abscess 
cavity,  comparatively  empty,  is  exposed.  The  cavity  extends 
upwards  as  far  as  the  crest  of  the  ilium,  where  it  is  not  limited 
by  a  very  definite  wall,  downwards  and  inwards  over  the  right 
side  of  the  bladder  by  means  of  a  series  of  sinuses.  Purulent 
infiltration  of  the  cellular  tissue  extends  downwards  as  far  as 
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Poupart's  ligament  and  round  the  right  side  of  the  pelvis.  The 
contents  of  the  pelvis  are  now  removed  en  masse;  the  rectum 
appears  normal ;  the  posterior  aspect  of  cervix  and  uterus  is 
opened  by  a  median  incision.  This  displays  a  longitudinal  tear 
in  the  cervix  anteriorly  continuous  through  the  whole  length  and 
thickness  of  the  wall  into  an  abscess  cavity.  This  cavity  appears 
large  enough  to  admit  a  hen's  egg,  and  is  found  to  be  continuous 
with  the  smuses  and  cavities  above  described.  The  suppura- 
tive process  has  invaded  the  cervical  tissue  to  some  extent,  and 
has  passed  through  it  by  a  short  sinus  about  one-eighth  of  an 
inch  in  diameter  and  a  quarter  of  an  inch  in  length  just  within 
the  external  os  anteriorly.  It  also  appears  to  have  perforated 
the  cervix  at  the  upper  end  of  the  tear.  The  internal  surface  of 
the  uterus  is  covered  with  a  greyish  purulent  exudation.  No 
bacteria  were  found  in  the  blood  of  the  jugular  vein  on  micro- 
scopic examination. 

The  cause  of  death  seems  to  have  been  exhaustion,  as  there 
was  no  evidence  of  septicaemia.  The  discovery  of  the  abscess 
was  a  complete  surprise  to  me,  as  nothing  in  the  patient's  history 
pointed  to  its  presence. 
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EDITORIAL. 

We  have  received  a  communication  from  Mr.  Lawson 
Tait,  in  which  he  takes  exception  to  that  portion  of  Dr. 
Christopher  Martin's  risutn^  of  the  gynaecological  work 
done  in  Birmingham  during  1897,  which  deals  with  the 
Birmingham  Hospital  for  Women.  The  statement  he 
protests  against  is  that  "the  in-patient  department  is  an 
.  .  .  .  old-fashioned  farm-house,  which  has  been  altered 
and  enlarged  by  the  addition  of  isolated  cottage  wards. 
It  is  ill-adapted  for  the  work  it  is  called  upon  to  perform." 

The  question  of  correspondence  in  such  a  quarterly 
Journal  as  the  British  GYNiECOLOGiCAL  Journal  has  on 
many  occasions  been  considered,  and  on  each  it  has  been 
decided  that  a  "  Correspondence "  heading  was  distinctly 
undesirable. 

We  cannot,  therefore,  publish  Mr.  Lawson  Tait's  letter 
in  extenso,  but  think  it  fair  to  him  to  state  his  own  opinion 
of  this  hospital  in  his  own  words.  He  says  :  "  As  I  spent 
the  best  part  of  my  life  in  working  in  this  hospital,  and 
took  a  leading  part  in  adapting  it  for  its  purposes,  it  cannot 
be  a  matter  of  surprise  if  I  regard  it  as  more  thoroughly 
adapted  for  its  work  than  any  other  institution  of  its  kind 
known  to  me." 

In  support  of  this  statement  Mr.  Lawson  Tait  goes  on 
to  say  :  "  Between  1884  and  1893,  1,350  abdominal  sections 
were  done,  with  75  deaths — a  mortality  of  5*5  per  cent. ;  382 
operations  were  done  for  cystic  disease  of  the  ovary  and 
parovarium,  such  as  are  usually  included  in  the  term 
*  ovariotomy,'  with  20  deaths — an  average  mortality  of 
5' 1 2  per  cent."  These  results  are  what  Mr.  Lawson  Tait 
has  led  us  to  expect  at  his  hands,  and  constitute  an  addi- 
tional testimony  to  his  well-known  skilful  methods. 
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Thursday,  July  14,  1898. 
Dr.  H.  MACNAUGHTON-JONES,  President,  in  the  Chair. 

Present  :  45  Fellows  and  Visitors. 

The  Treatment  of  Dysmenorrhcea. 

The  adjourned  discussion  of  the  papers  on  this  subject 
by  Mr.  Skene  Keith  and  Dr.  Granville  Bantock  was  resumed 
by  Dr.  Hodgson,  who  said  that  the  discussion  had  de- 
cided the  question  that  there  was  such  a  thing  as  mechanical 
dysmenorrhcea,  and  that  it  could  be  cured  by  mechanical 
means.  He  was  glad  to  find  that  Dr.  Bantock  advocated 
the  use  of  the  stem  pessary ;  he  had  himself  found  it  very 
useful  in  many  cases.  It  did  not  answer  invariably,  and 
especially  in  cases  of  spasm,  for  in  such  cases  it  was  apt  to 
be  shot  out ;  for  these  patients  he  had  generally  ordered 
antispasmodics  in  addition  to  local  treatment  for  reducing 
the  spasm,  and  in  some  cases  he  was  accustomed  to  sew  the 
stem  pessary  in,  fastening  it  to  the  cervix  and  leaving  it  to 
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cut  its  way  out,  which  it  invariably  did  in  from  a  fortnight 
to  six  weeks,  exhibiting  no  trace  of  the  suture  track,  instruc- 
tions being  given  for  a  daily  antiseptic  domche  so  long  as  the 
stem  remained.  He  had  seen  no  cases  of  harm  resulting 
from  a  stem  pessary,  although  he  had  come  across  cases  in 
which  patients  had  intentionally  retained  the  stems  for 
six  months,  and  in  one  case  a  patient  reluctantly  allowed 
it  to  be  removed  after  three  years.  This  latter  patient  had 
suffered  intensely  until  the  age  of  27,  when  the  stem  was 
introduced,  and  since  which  time,  now  eight  years,  she  has 
not  had  an  hour's  pain. 

Dr.  Snow  said  that  Dr.  Bantock,  in  advocating  gradual 
dilatation  for  anteflexion  had  taught  them  some  of  its  dis- 
advantages ;  but  he  would  ask  what  advantages  it  possessed 
over  rapid  dilatation  under  an  anaesthetic  ?  One  special 
advantage  of  the  latter  plan  was  that  it  reduced  anteflexion, 
and  so  obviated  the  risk  of  perforation  of  the  uterus.  If  a 
patient  married,  dysmenorrhoea  generally  got  better,  whether 
gradual  dilatation  or  any  other  method  had  been  adopted ; 
but  in  the  case  of  virgins,  in  how  many  cases  was  the 
improvement  after  gradual  dilatation  permanent  ?  The  ring 
pessary  had  been  severely  criticised  as  a  means  of  treating 
dysmenorrhcea ;  but  he  believed  that  in  many  cases  it  had 
a  marked  beneficial  effect,  irrespective  of  flexion  or  version. 
Its  mode  of  action  was  tliat  it  put  the  vaginal  walls  on 
the  stretch,  so  tended  to  equalise  the  circulation  and  to 
relieve  congestion.  He  thought  the  Society  would  not 
follow  Dr.  Bantock  in  maintaining  the  mechanical  view 
of  dysmenorrhoea  exclusively.  There  was  another  factor  to 
be  borne  in  mind,  namely,  the  neurotic.  All  cases  could 
not  be  explained  as  resulting  from  mechanical  causes. 

Dr.  Burleigh  Robinson  agreed  with  the  objection 
raised  by  Dr.  Giles  at  the  last  meeting,  to  the  term  "  obstruc- 
tive "  as  applied  to  these  cases  of  mechanical  dysmenorrhoea. 
The  pain  was  due  to  congestion,  and  when  to  the  flexion 
there  was  added  displacement,  the  congestion  became  more 
marked,  because  the  broad  ligaments  became  twisted  and 
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were  made  taut,  and  as  the  veins  were  affected  more  than 
the  arteries,  the  blood  flow  was  hindered,  and  the  veins 
tended  to  assume  a  varicose  condition.  In  1892  he  had 
published  a  paper  in  which  he  advocated  the  treatment  of 
this  congestion  by  means  of  an  inclined  plane,  so  as  to 
relax  the  broad  ligaments.  Leeches  were  used  formerly  for 
the  same  purpose.  He  had  employed  the  inclined  plane 
with  success  in  several  cases ;  he  had  found  it  advantageous 
that  the  patient  should  maintain  this  position  for  three  or 
four  days  before  the  period  was  due,  and  in  other  cases  he 
recommended  that  it  should  be  employed  at  night  for 
several  months,  by  means  of  blocks  placed  under  the  foot 
of  the  bed. 

Dr.  Travers  said  he  had  been  paying  attention  to 
dysmenorrhoea  for  thirty-five  years ;  and  had  seen  cases 
yield  to  Hewitt's,  Hodge's,  and  to  various  other  kinds  of 
vaginal  pessary.  He  thought  it  should  not  go  forth  that  this 
Society  condemned  all  vaginal  pessaries  as  useless  in  the 
treatment  of  dysmenorrhoea.  He  had  obtained  good  results 
in  some  cases  from  the  stem  pessary  ;  but  in  most  cases  he 
preferred  some  form  of  vaginal  pessary. 

Dr.  PURCELL  said  there  was  an  important  question  to  be 
considered,  namely,  what  treatment  was  to  be  adopted  in 
those  cases  of  young  women  who  might,  perhaps,  be  the 
subjects  of  some  kind  of  flexion  or  displacement,  but  in 
vrhom  the  condition  of  the  vulva  and  vagina  did  not  admit 
of  an  examination,  far  less  of  local  treatment  by  dilators, 
pessaries,  or  surgical  procedures.  Here  they  must  rely  on 
medicinal  means  and  measures  of  depletion.  When  the 
vagina  admitted  of  local  treatment,  he  thought  that  gradual 
dilatation  answered  best,  as  it  did  in  dealing  with  organic 
stricture  of  the  male  urethra.  He  advocated  the  explora- 
tion of  the  uterus  in  virgins  the  possessors  of  a  hymen 
through-  the  rectum  as  being  the  most  satisfactory  pro- 
cedure ;  by  this  means  the  hymen  is  preserved  intact,  and 
only  if  necessary  need  the  examination  be  made  per 
vaginam. 
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The  President  remarked  that  he  believed  in  a  dear 
gynaecological  and  scientific  differentiation  of  the  causes  of 
dysmenorrhoea ;  the  history,  and  digital  examination,  with 
the  assistance  of  an  anaesthetic,  if  necessary,  would  enable 
them  to  effect  this,  and  to  determine  whether  they  had  to 
do  with  an  ovarian,  tubal,  uterine,  haemic,  or  neurotic  cause. 
He  did  not  consider  that  ''  mechanical "  was  a  scientific 
term  to  use ;  even  in  speaking  of  "  spasmodic  "  conditions 
they  were  on  dangerous  ground ;  most  of  these  cases  were 
associated  with  interstitial  changes  in  the  uterus  itself,  or 
secondarily  in  the  tubes  or  ovaries ;  whilst  he  thought  there 
was  no  true  analogy  between  these  cases  and  spasmodic  or 
organic  stricture  of  the  male  urethra.     In  some,  the  flexion 
or  displacement  was  congenital,   in   others  acquired ;   but 
whether  the  patient  was  young  or  old,  an   examination 
should  be  made,  with  an  anaesthetic  if  necessary,  and  appro- 
priate treatment  employed.     If  a  displacement  were  found, 
he  could  not  see  any  ground  for  not  using  a  pessary.    As 
regards  elevation  by  means  of  an  inclined  plane,  he  believed 
that  this  plan  had  been  suggested  long  ago  by  Dr.  Heywood 
Smith  ;  he  had  himself  used  it  as  far  back  as  twenty  years 
ago ;  and  the  raising  of  the  foot  of  the  bed  by  means  of 
blocks  had  been  suggested  by  Goodell,  of  Philadelphia,  who 
spoke  of  it  as  **  putting  the  ovaries  to  sleep." 

Dr.  Granville  Bantock,  in  reply,  said  that  he  had  long 
ago  given  up  the  idea  of  neurosis  as  associated  with  pelvic 
disease.  If  a  woman  had  pain,  some  cause  for  it  would  be 
found  if  it  were  looked  for,  and  he  hoped  to  live  to  see  the 
term  neurosis  disappear.  Dr.  Giles  said  at  the  last  meeting 
that  dysmenorrhoea  dated  in  many  cases  from  the  onset  of 
menstruation.  He  believed,  on  the  other  hand,  that  it 
invariably  began  later,  in  the  way  he  had  described  in  his 
paper.  Dr.  Giles  also  objected  to  the  term  "  obstructive," 
and  said  that  the  flow  was  in  these  cases  generally  scanty, 
and  could  find  its  way  through  even  a  small  os  internum^ 
but  this  was  just  what  it  did  not  do.  Dr.  Giles  went  on  to 
say  that  if  there  were  obstruction  there  would  be  an  accumu- 
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lation  of  blood  behind  the  seat  of  obstruction,  and  that  this 
was  never  found.  He  ventured  to  say  that  Dr.  Giles  had 
brought  forward  no  proof  in  support  of  his  statement ; 
whilst  he  would  remark,  in  corroboration  of  his  own  view, 
that  the  uterus  was  always  enlarged  in  these  cases.  In  reply 
to  Dr.  Snow,  he  objected  to  rapid  dilatation  because  it 
injured  the  uterus  unnecessarily ;  whilst  the  length  of  time 
the  improvement  lasted  depended  on  the  severity  of  the 
case.  He  had  no  faith  at  all  in  the  ring  pessary,  which  he 
might  describe  as  the  abomination  of  pessaries.  Its  effect 
was  to  distort  the  vagina,  broadening  it  and  shortening  it ; 
when  the  uterus  was  retroverted  it  tended  to  lie  low  in  the 
vagina,  and  the  effect  of  the  ring  was  to  keep  it  there ;  and 
as  to  an  anteflexion,  he  did  not  see  how  a  ring  could  have 
any  effect  on  it  at  all.  On  the  other  hand,  a  proper  shaped 
Hodge  pessary  just  fitted  the  shape  of  the  vagina,  as  shown 
in  frozen  sections.  He  did  not  see,  moreover,  how  a  ring 
could  possibly  affect  the  circulation.  Dr.  Travers  seemed 
to  think  he  had  no  faith  in  pessaries  ;  it  was  quite  the  con- 
trary, as  his  book  on  the  subject  would  show :  but  he  still 
maintained  that  no  pessary  placed  in  the  vagina  could  affect 
the  shape  of  the  uterus. 

Mr.  Skene  Keith,  in  reply,  said  that  it  was  somewhat 
unfortunate  that  the  discussion  on  his  paper  had  been 
spread  over  so  many  months,  because  (in  the  latter  part) 
the  suggestion  of  their  late  President  that,  as  the  subject 
was  such  a  wide  one,  it  would  be  well  to  restrict  attention 
to  the  two  methods  of  treatment — Dudley's  operation  and 
electricity — had  been  forgotten.  That  this  was  the  intention 
of  the  paper  was  also  very  clearly  indicated  in  the  first 
sentence.  Taking  the  most  elaborate  remarks  first,  he 
regretted  that  Dr.  Bantock  took  up  his  own  line,  ignoring 
both  the  intention  of  the  paper  and  Mr.  Mayo  Robson's 
suggestion,  and  also  that  what  he  said  about  dilatation  was 
somewhat  vague  ;  for  example,  while  agreeing  with  the 
paper  that  moderate  dilatation  was  curative  when  the  patient 
became  pregnant,  he  gave  no  indication  of  how  often  he 
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would  put  an  unmarried  woman  through  this  ordeal.  He 
also  gave  no  indication  when  he  would  use  the  stem  pessary, 
or  why,  if  it  was  the  good  instrument  he  said  it  was,  he  did 
not  use  it  always,  and  thus  avoid  a  course  of  treatment 
objectionable  and  painful  to  any  woman,  but  especially 
objectionable  to  the  unmarried.  He  did  not  know  why 
Dr.  Bantock  should  think  that  he  had  never  used  stem 
pessaries,  many  besides  himself  did  not  like  them  for  ante- 
flexion ;  strangely  enough  the  one  he  had  used  most  was 
the  one  Dr.  Bantock  recommended.  The  case  he  quoted 
was  not  one  of  anteflexion,  but  of  retroversion,  with  pre- 
sumably more  or  less  flexion,  and  for  such  he  considered 
the  treatment  was  good.  While  he  disagreed  with  Dr. 
Bantock  on  some  matters,  he  was  glad  to  find  that  Dr. 
Bantock  agreed  with  him  in  the  main,  on  the  subject  of 
how  the  pain  was  caused.  Dr.  Bantock  was  of  opinion 
that  the  pain  did  not  begin  until  menstruation  had  been 
some  time  established,  although  he  allowed  to  a  backache. 
Two  gentlemen  corroborated  his  (Mr.  Keith's)  view,  and 
he  believed  that  Dr.  Bantock  had  fallen  into  this  error  in  a 
very  natural  way.  Since  the  last  meeting,  two  patients  had 
told  him  that  the  pain  began  about  the  age  of  20,  exactly 
what  Dr.  Bantock  said,  but  on  asking  more  particularly  he 
was  told  that  there  had  always  been  some  pain,  and  this 
was  usually  the  case.  He  was  also  corroborated  on  the 
question  of  ovarian  dysmenorrhoea,  though  if  Dr.  Bantock 
limited  the  word  to  the  actual  passage  of  the  flow  (a  view 
not  usually  held,  however),  he  could  understand  his  state- 
ment that  there  was  no  such  thing  as  ovarian  dysmenorrhoea. 
Dr.  Routh  spoke  of  an  instrument  he  (Mr.  Keith)  had  never 
used,  the  buckle  pessary.  He  said  he  had  seen  "  no  inflam- 
mation of  any  importance."  No  inflammation  was  good, 
but  the  qualification  was  not  so  satisfactory.  Coming  to 
the  question  of  Dudley's  operation,  he  found  that  six 
Fellows  had  tried  it.  Of  these,  four  had  been  much  pleased  ; 
one.  Dr.  Giles,  fairly  well  pleased;  and  one.  Dr.  Heywood 
Smith,  not  pleased.    Others  who  had  spoken  of  the  opera- 
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tion  evidently  did  not  understand  what  it  did,  apparently 
being  led  away  by  the  difficulty  of  seeing  how  the  internal 
OS  was  to  be  dealt  with,  and  supposing,  from  theoretical 
reasons,  that  a  band  in  that  position  could  not  be  affected. 
No  amount  of  talking  would  make  any  one  believe  this ; 
even  feeling  that  the  uterus  had  been  made  straight  would, 
perhaps,  not  convince  any  one  who  for  twenty  years  had 
believed  that  posterior  central  division  of  the  cervix  could 
make  a  uterus  lopsided.  Whatever  it  did  it  could  not 
possibly  do  that.  The  result  of  the  discussion  seemed  to 
be  that  when  local  treatment  was  necessary,  opinion  was 
divided  between  dilatation  and  Dudley's  operation  ;  but  that 
while  those  who  prefer  the  operation  as  a  rule  were  willing 
to  dilate  when  it  seemed  better,  the  former  would  under  no 
circumstances  try  the  operation.  For  an  unmarried  woman 
there  was  not  the  smallest  doubt  in  his  mind  that  a  simple 
operation  was  preferable  to  a  course  of  treatment,  even  if 
this  treatment  were  not  in  some  cases  of  so  severe  a  nature 
as  to  cause  very  great  pain  and  vomiting. 


Specimens. 

Case  of  Ovarian  Tumour  and  Double  Pyo-Salpinx.^ 
Mr.  Bowreman  Jessett  showed  this  specimen  and  read 
the  following  notes : 

K.  D.,  married,  no  children,  aged  21,  admitted  into  the 
Cancer  Hospital  on  June  16,  1898,  complains  of  pain  in 
abdomen,  especially  on  left  side.  Has  noticed  rapid 
increase  in  size  of  abdomen  the  past  three  months.  Has 
lost  flesh  rapidly  the  last  four  or  five  months.  Family 
history  :  no  cancer  or  phthisis. 

Six  years  ago  was  an  in-patient  at  University  College 
Hospital,  and  had  a  severe  attack  of  typhoid  fever,  other- 


*  For  the  notes  of  this  case  Mr.  Jessett  was  indebted  to  bis  House 
Surgeon,  Mr.  Barton. 
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wise  has  always  had  good  health.     Has  been  married  three 
years.    No  children.     Menstruation  always  regular. 

History  of  present  illness,  —  Between  three  and  four 
months  ago  noticed  abdomen  was  increasing  in  size. 
There  was  some  pain,  and  abdomen  felt  hard.  Patient 
says  the  tumour  has  gradually  been  increasing  and 
becoming  harder.  On  June  14  vomited  after  breakfast, 
no  other  history  of  morning  sickness. 


Measurement  of  Abdomen, 

Circumference  at  umbilicus 

Circumference  2  in.  below      

Between  xiphoid  notch  and  umbilicus 
Between  umbilicus  and  symp.  pubis 
Between  umbilicus  and  right  ant.  space 
Between  umbilicus  and  left  ant.  space 


28|  inches 

6 
6 
6 

7 


If 

H 
»» 


Present  condition. — ^A  rounded  swelling  reaching  above 
level  of  umbilicus,  more  prominent  on  left  side.  Palpation 
causes  pain.  It  is  hard,  extending  further  into  left  iliac 
fossa.    Tumour  is  somewhat  elastic.    Dulness  ill-defined. 

Per  vaginam. — Cervix  rather  high  up  and  drawn  some- 
what to  the  left  side,  in  fact,  whole  uterus  is  drawn  over 
to  the  left  side.  The  tumour  in  abdomen  does  not  appear 
to  be  connected  with  uterus.  The  broad  ligaments  are 
thickened,  and  examination,  especially  bi-manual,  causes 
pain. 

^une  21. —  Mr.  Jessett  operated.  On  opening  the 
abdomen,  the  parietes  were  found  to  be  closely  adherent 
to  cyst,  the  adhesions  being  broken  down  with  difficulty. 
The  cyst  was  tapped,  and  about  a  quart  of  blood-stained 
fluid  escaped.  On  endeavouring  to  deliver  the  cyst  it  was 
found  to  be  firmly  adherent  to  the  pelvic  peritoneum  all 
round.  This  was  carefully  peeled  oflf,  and  the  hand  passed 
with  difficulty  behind  the  right  broad  ligament.  In  en- 
deavouring to  lift  this  up  the  tube  burst,  discharging  a 
quantity  of  badly-smelling  pus.  A  ligature  was  passed 
round  this,  and  the  tube  and  ovary  removed.     In  per- 
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forming  the  same  manoeuvre  to  the  left  broad  ligament 
the  left  tube  burst  and  discharged  a  quantity  of  pus. 
The  ovarian  vessels  were  ligatured  outside  the  ligament, 
which  was  then  divided,  and  the  hand  passed  behind  the 
uterus  and  cyst,  which  appeared  to  be  firmly  adherent 
to  each  other.  In  endeavouring  to  separate  the  mass 
and  lift  it  out  of  the  pelvis,  the  adhesions  were  so  firm 
that  it  required  much  force  to  be  exerted  to  separate 
them.  In  doing  this,  in  the  anterior  part,  a  sudden  gush 
of  water  occurred,  which  might  have  been  the  bladder  or 
another  cyst.  On  a  sound  being  passed  into  the  bladder, 
it  was  found  that  there  was  a  long  rent  right  across  the 
fundus  extending  about  three  inches.  With  great  care 
the  cyst  was  separated  from  the  bladder  wall,  and  lastly 
peeled  off  the  fundus  of  the  uterus,  which  appeared  quite 
denuded  of  peritoneum.  The  question  then  arose  how 
best  to  deal  with  these  two  viscera — ^whether  to  perform 
panhysterectomy  and  stitch  the  peritoneum  across  the 
floor  of  the  pelvis,  or  to  bring  the  uterus  up  and  fasten  it 
to  the  abdominal  wound.  Considering  the  condition  of 
the  peritoneum  in  the  pelvis,  which  had  been  so  adherent 
to  the  mass,  and  the  quantity  of  pus  and  urine  which  had 
been  discharged  into  the  peritoneum,  I  considered  the 
chances  of  septic  mischief  would  be  considerably  in- 
creased by  removing  the  uterus,  therefore  decided  to  do 
ventro-fixation.  The  bladder  then  attracted  attention. 
The  rent  in  this  viscus  I  carefully  united  with  three 
rows  of  sutures,  one  uniting  the  mucous,  a  second  the 
muscular  coats,  and  the  third  the  peritoneal  coats.  The 
peritoneum  was  then  carefully  united  to  the  parietal 
peritoneum  at  the  abdominal  wound  and  fixed  there,  a 
long,  large  drainage-tube  was  passed  through  the  rent 
in  the  bladder,  and  out  through  the  urethra,  thus  ensur- 
ing the  bladder  being  always  empty,  and  also  enabling 
me  to  keep  the  bladder  washed  out. 

The  peritoneum  was  flushed  out  with  a  quantity  of 
sterilised  water,  and  the  uterus  fixed  to  the  abdominal 
wound,  thus  acting  as  a  further  support  to  the  bladder. 
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There  was  a  good  deal  of  oozing  from  the  torn 
adhesions  in  the  peritoneum,  so  a  Keith  drainage-tube 
was  inserted.  The  wound  in  abdomen  was  then  united 
by  three  rows  of  sutures,  and  patient  returned  to  bed. 

The  drainage-tube  was  removed  after  thirty-six  hours. 
No  urine  returned  by  the  supra-pubic  tube  in  the  bladder, 
which  was  cut  off  and  withdrawn  on  the  third  day,  and 
a  self-retaining  catheter  passed  into  bladder.  This  was 
removed  on  the  fifth  day,  and  patient  passed  urine  naturally. 

From  this  point  patient  made  an  uninterrupted  recovery, 
and  was  discharged  from  the  hospital  one  month  after  the 
operation. 

In  the  discussion  that  followed.  Dr.  Purcbll  said 
he  had  had  the  pleasure  of  assisting  Mr.  Jessett  at  this 
operation,  which  was  one  of  unusual  difficulty.  It 
exemplified  the  fact  that  even  in  such  a  serious  accident 
as  injury  to  the  bladder  a  great  amount  of  natural  repair 
could  be  effected,  and  he  congratulated  Mr.  Jessett  on  his 
success. 

Dr.  C.  H.  F.  RouTH  also  congratulated  Mr.  Jessett  on 
the  result  of  his  case.  It  reminded  him  of  what  was  first 
done,  he  believed,  by  Mr.  Baker  Brown,  namely,  the 
suturing  of  the  bladder  in  three  layers. 

Dr.  Heywood  Smith  asked  how  long  the  suppuration 
had  been  going  on  :  was  it  long  enough  to  allow  the  pus 
to  become  sterile  ? 

Mr.  Mayo  Robson  observed  that  pelvic  organs  often 
recovered  after  most  extensive  injuries.  The  bladder,  for 
instance,  could  be  sutured  with  perfect  safety  when  this 
was  done  with  care.  The  plan  he  had  found  answer  best 
was  to  suture  the  mucous  membrane  with  catgut,  and  the 
outer  layers  with  silk  Lembert's  sutures;  the  latter  were 
most  conveniently  introduced  on  a  rectangular  cleft  palate 
needle.  A  similar  plan  might  be  adopted  for  injuries  to 
the  ureter,  as  he  had  tried  in  a  case  where  the  ureter  was 
torn  across  in  removing  a  fibroid.  He  believed  he  was 
the  first  in  this  country  to  deal  with  a  ureter  in  this  way. 
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The  President  said  that  a  case  like  this  of  Mr.  Jessett's 
v^as  unique  in  their  Transactions,  for  many  of  such  cases 
died  and  failed  to  be  reported.  He  agreed  with  Mr.  Mayo 
Robson  that  the  bladder  could  be  repaired  with  a  con- 
siderable degree  of  success.  He  would  suggest  to  Mr. 
Jessett  whether  it  was  not  better  to  do  panhysterectomy  in 
all  such  cases  of  extensive  pelvic  suppuration. 

Mr.  Jessett,  in  reply,  said  that  a  few  years  ago,  after 
such  an  accident  as  occurred  in  this  case,  he  would  have 
shut  up  the  abdomen.  As  it  was,  it  was  largely  as  a  result 
of  all  they  had  learned  in  that  Society  that  he  was  able  to 
go  on  with  it.  He  did  not  think  that  panhysterectomy  was 
suitable  in  such  a  case,  because  the  opening  up  of  so  much 
cellular  tissue  in  the  floor  of  the  pelvis,  with  so  much  pus 
about,  might  result  in  septicaemia.  Moreover,  in  such  a 
case  there  was  a  considerable  tendency  to  oozing,  and  this 
>vas  in  large  measure  kept  in  check  by  leaving  the  uterus 
behind,  which  insured  that  the  parts  were  kept  at  a  certain 
degree  of  tension. 


Two  Interesting  Cases  of  Ovariotomy.    By  H.  Mac- 

NAUGHTON-JONES,   M.D.,  &C. 

Case  I. — Large  Solid  Scirrhus  Carcinoma  of  One  Ovary^ 
and  Anomalous  Growth  of  the  Other — Patient  supposed  to  be 
Pregnant  —  Extreme  Emaciation  —  Operation  —  Recovery, — 
Mrs.  C,  aged  42,  five  children.  Last  labour  September, 
1894.  Last  catamenial  period  April,  1897.  Widow  since 
November,  1897.  Last  marital  act  September,  1897.  I 
learned  that  pregnancy  was  suspected  and  an  anomalous 
gestation  surmised.  There  had  been  occasional  attacks  of 
diarrhoea  and  some  sickness  for  the  past  six  months. 

I  saw  the  patient  on  May  28,  1898.  I  found  her  greatly 
emaciated  and  very  weak.  The  abdomen  presented  the 
shape  and  character  generally  seen  with  ovarian  cystoma. 
On  examination  I  found  the  skin  tightly  stretched  over  a 
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large  solid  mass  in  parts  of  stony  hardness ;  this  was 
movable,  and  appeared  lobulated,  while  a  sulcus  to  the 
left  side  seemed  to  divide  it  from  a  second  mass  occupying 
the  left  inguinal  region. 

I  could  disassociate  the  uterus  from  the  tumour  or 
tumours,  the  cervix  was  very  hard,  and  there  was  an  asso- 
ciated movement  of  the  uterus. 

I  arrived  at  the  conclusion  that  there  were  no  products 
of  conception,  that  the  mass  was  ovarian,  and  Mr.  Bland 
Sutton,  who  saw  the  tumour  before  operation,  and  was 
present  when  I  removed  it,  considered  that  it  was  malignant, 
a  view  which  I  shared  with  him. 

1  operated  on  May  31.  On  opening  the  abdomen  by  an 
incision  which  had  to  extend  from  a  short  distance  below 
the  ensiform  cartilage  to  the  pubes,  a  small  quantity  of 
ascitie  fluid  escaped.  The  large  mass  was  easily  delivered, 
and  the  pedicle  secured. 

The  second  (left)  tumour  was  then  removed,  and  the 
pedicle  dealt  with.  The  only  complication  (which  was  a 
serious  one  for  some  time)  was  a  return  of  diarrhoea,  which 
was  most  difficult  to  control,  and  made  the  administration 
of  nourishment  also  difficult.  However,  the  patient  left  for 
the  seaside  one  month  after  the  operation,  greatly  improved 
in  health.  How  emaciated  she  was  before  operation  may 
be  judged  from  the  fact  that  she  only  weighed  6  st.  5  lbs. 
before  going  out. 

These  are  the  reports  furnished  me  by  Mr.  Targett. 

Mr.  Targett  reports  the  large  solid  tumour  of  the  ovary 
as  a  scirrhus  carcinoma. 

Of  the  smaller  specimen  he  says,  "  it  is  solid,  pjrriform 
in  shape,  and  measures  4  inches  by  2^  inches.  It  has  a 
somewhat  nodulated  exterior.  The  cut  surface  shows  a 
rounded  gelatinous  area  in  the  broader  end  of  the  tumour. 
This  area  measures  7.\  inches  in  diameter,  and  is  fairly  well 
defined.  The  rest  of  the  tumour  is  fibrous,  and  traversed 
by  large  thin-walled  vessels.  The  gelatinous  area  is  not 
quite    homogeneous    in    appearance,  the   peripheral  zone 
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being  more  gelatinous  than  the  rest.    The  Fallopian  tube 
and  meso-salpinx  are  normal. 

"  Histologically,  the  tumour  verj'  closely  resembles  the 
specimen  recently  exhibited  at  the  Obstetrical  Society  and 
referred  to  a  special  committee." 

[The  ovarian  tumour  here  referred  to  by  Mr.  Targett  as 
bearing  a  resemblance  histologically  to  the  tumour  reported 
on  at  the  Obstetrical  Society  of  London,  the  section  of 
which  I  now  show,  is  an  adeno-fibroma,  and  was  removed 
by  me  with  a  large  fibroma  of  the  uterus.] 

Case  IL — Solid  Ovarian  Cystoma  with  Ascites — Ovariotomy 
after  General  Peritonitis,  resulting  in  Complete  Adhesion  of  the 
Parietal  Peritoneum  with  Extensive  Bowel  Adhesions — Patient 
believed  that  she  was  Pregnant — Recovery. — Mrs.  S.,  aged  46, 
has  had  four  children.  Last  pregnancy  in  1894.  Last 
catamenial  period  in  1895  (cannot  fix  date). 

History. — I  saw  this  case  with  Dr.  Disney  on  May  13, 
who  has  given  me  these  facts  : — "  I  was  called  to  see  Mrs. 
S.  for  the  first  time  on  April  21.  She  was  complaining  of 
slight  pains  in  the  abdomen,  and  having  for  the  past  five 
months  increased  greatly  in  size,  believed  that  she  was  in 
labour.  I  found  a  tumour  inclined  towards  the  left  side, 
there  was  no  fluid  then,  and  the  temperature  was  99*6°. 
During  the  day  the  pain  increased;  at  11  p.m.  I  found  a 
considerable  amount  of  swelling,  temperature  102°.  Next 
day  there  was  evident  general  peritonitis,  temperature  104°, 
and  on  the  23rd  she  nearly  collapsed.  This  critical  state 
lasted  about  four  days,  temperature  between  103°  and  io5'5'. 
There  was  absolute  constipation  between  the  20th  and 
ist  inst.  despite  many  remedies.  Then  the  bowels  acted 
naturally.  From  27th  there  was  gradual  improvement,  and 
by  May  i  the  temperature  was  loi",  but  did  not  become 
normal  till  May  11.  There  was  a  great  amount  of  swelling, 
and  pain  on  pressure  all  the  time.  She  was  removed  on 
May  II  to  the  Home." 

I  agreed  with  Dr.  Disney  that  immediate  operation  was 
the  only  step  to  save  life.    The  patient  was  then  suffering 
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from  occasional  attacks  of  pain,  and  was  kept  under  the 
influence  of  morphia.  She  was  in  an  extremely  enfeebled 
condition,  so  much  so  that  the  question  of  removal  to  any 
Home  had  to  be  anxiously  considered. 

On  the  2ist  I  operated.  The  patient  was  so  feeble  that 
she  could  not  stand,  was  greatly  reduced,  and  further,  a  very 
rapid  and  feeble  pulse  made  me  anxious  about  the  anaes- 
thetic. This,  however,  as  in  the  last  case,  was  most  ad- 
mirably administered  by  Dr.  Bakewell,  to  whom  and  to  Mr. 
Sutton,  who  assisted  me  in  the  operation,  I  feel  especisdly 
indebted. 

On  opening  the  abdomen  ascitic  fluid  escaped,  and  the 
parietal  peritoneum  was  found  completely  adherent  to  the 
large  cyst  wall — ^this  was  so  to  its  entire  extent.  This  I 
carefully  detached  all  round  before  using  the  trocar,  and 
when  the  cyst  had  collapsed  the  bowel  was  found  in  several 
places  adherent  in  festoons  to  the  posterior  surface  of  its 
walls ;  in  fact,  considerable  loops  of  intestine  were  attached 
and  had  to  be  carefully  peeled  off,  the  vessels  where  neces- 
sary being  ligatured.  When  the  pedicle  was  secured  and 
all  bleeding  arrested,  I  inserted  a  drainage  tube.  This  I 
removed  on  the  fourth  day.  The  patient  went  to  the  seaside 
on  June  15. 

The  recent  attack  of  severe  general  peritonitis,  the 
universal  adhesions,  and  extensive  bowel  attachments,  at  the 
time  of  the  operation,  and  the  importance  of  rapid  opera- 
tion before  these  adhesions  had  become  stronger,  are  the 
principal  points  of  interest.  Had  the  operation  for  any 
time  been  delayed,  its  performance,  in  my  opinion,  would 
have  been  impossible. 

The  specimen  Mr.  Targett  reports  "as  a  multilocular 
ovarian  cyst  consisting  chiefly  of  one  large  loculus,  with 
imperfect  septa.  The  whole  specimen  is  about  the  size  of 
an  adult  head.  The  pedicle  appears  to  have  been  twisted, 
and  the  surface  of  the  specimen  was  universally  adherent. 
The  meso-salpinx  is  plastered  to  the  cyst  wall,  but  the 
Fallopian    tube    in   it    is   normal.      The  solid   portion  of 
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this  specimen  has  the  structure  of  a  simple  multilocular 
adenoma  of  the  ovary.  The  smaller  spaces  are  lined  with 
columnar  epithelium,  and  the  larger  ones  are  filled  with  a 
colloid  substance.  There  is  no  evidence  of  malignant 
disease." 


328  The  British  Gynacological  Society 


THE  BRITISH  GYNECOLOGICAL  SOCIETY. 

SPECIAL  MEETING. 

Saturday,  July  23,   1898. 

Dr.  H.  MACNAUGHTON-JONES,  President,  in  the  Chair. 

There  was  a  very  large  attendance  of  Fellows,  and  the 
following  guests : — 

Professor  Sanger,  Leipsig;  Dr.  Theodore  Landau, 
Berlin  ;  Professor  Mangiogalli,  Milan ;  Dr.  Howard  Kelly, 
Baltimore ;  Professor  Lapthorne  Smith,  Montreal ;  Pro- 
fessor Gardiner,  Montreal ;  Dr.  Young,  Sydney  ;  Professor 
Jacobs,  Brussels ;  Col.  Sir  James  Clark,  R.M.S.C.,  the 
Director  -  General  Royal  Medical  StaflF  Corps ;  Sir  James 
Dick,  K.C.B.,  and  others. 

Professor  Martin,  of  Berlin,  having  been  introduced  to 
the  meeting  by  the  President,  delivered  his  address,  which 
was  as  follows  : 

Mr.  President  and  Gentlemen, — I  pray  you  to  accept 
my  most  sincere  thanks  for  the  high  honour  you  confer 
upon  me  by  inviting  me  to-night  to  give  an  address  on  this 
special  occasion  to  the  wide-world-known  British  Gynae- 
cological Society. 

Gynaecology,  indeed,  can  be  said  to  have  been  born  in 
the  British  Empire.  As  an  instance  of  this  I  have  much 
pleasure  in  mentioning  the  name  of  Sir  James  Y.  Simpson, 
whose  school  ruled  this  department  of  medical  science  in 
those  days  when  medical  men  all  over  the  world  began 
to  awake  to  and  embrace  the  diseases  peculiar  to  women 
with  special  interest. 

Gynaecology  has  only  slowly  but  steadily  obtai  led  full 
title  and  right  in  the  medical  world  ;  operative  gynaecology 
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especially  has  been,  and  is  to-day,  to  some  extent  under  the 
ban  of  surgery. 

The  development  of  ovariotomy  is  a  good  example  of 
this,  and  I  beg,  therefore,  to  be  allowed  to  make  a  few  pass- 
ing remarks  on  this  subject  to-night. 

In  the  last  century  it  was  recognised  that  ovariotomy 
could  be  done,  when  the  diflferent  pathological  conditions 
and  anatomical  relations  of  the  ovaries  were  viewed  upon 
the  post-mortem  and  dissecting  tables  :  and  in  view  of  the 
extreme  suffering  dependent  upon  these  conditions,  it  was 
argued  that  an  operation  for  their  removal  should  be 
practised,  but  McDowell,  of  Kentucky,  was  the  first  who 
conscientiously  undertook  ovariotomy  in  1809. 

At  that  time,  when  such  heroes  of  surgery  as  Dieflen- 
bach  in  BerHn,  and  Nelaton  in  Paris,  declared  that  this 
operation  could  not  be  performed  with  safety  and  was 
therefore  unjustifiable,  there  were  indeed  but  few  disposed 
to  follow  McDowell's  example  to  interfere  with  this  other- 
wise incurable  suffering  with  the  surgeon's  knife. 

I  hope  that  the  spirits  of  many  a  great  operator  will  not 
condemn  me  whilst  reviewing  the  historical  development  of 
ovariotomy,  for  time  is  brief.  I  point  in  the  first  place  to 
the  name  of  Sir  Spencer  Wells,  whose  venerable  features 
we  had  until  a  short  time  since  the  honour  and  inestimable 
pleasure  of  seeing  a,mongst  us,  as  practically  its  originator. 
He  has  been  the  master  of  us  all. 

Though  calling  McDowell  the  father  of  ovariotomy,  and 
without  wishing  to  undervalue  the  names  of  Charles  Clay, 
Atlee,  Peasley,  Baker  Brown,  and  Thomas  Keith  in  England 
and  America,  and  of  Stilling,  Eduard,  Martin  and  Koeberle 
in  Germany,  we  have  to  acknowledge  that  it  was  Spencer 
Wells  whose  theoretical  investigations  and  practical  expe- 
riences have  won  for  this  operation  a  well  established  place 
in  gynaecology. 

Whilst  recognising  with  the  heartiest  gratitude  Sir 
Thomas'  work  we  have  to  acknowledge  that  he  has  been 
most  successfully  seconded  by  the  immortal  evolution  in 
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surgery,  initiated  by  Lord  Lister's  introduction  of  the 
antiseptic  system,  and  later  on  by  the  blessed  work  of 
Robert  Koch,  whose  inquiries  and  discoveries  have  enlight- 
ened the  path  of  scientific  medicine  through  every  depart- 
ment of  pathology. 

The  field  was  opened  and  scientists  were  at  work,  and 
we  most  thankfully  recognise  that  by  the  union  of  anatomists, 
physiologists,  bacteriologists,  chemists,  surgeons,  gynaecolo- 
gists and  of  all  medical  investigators,  a  marvellous  progress 
was  accomplished  in  an  astonishingly  short  run  of  years. 

We  realise  to-day  that  it  is  generally  not  our  task  to 
kill  microbes  within  the  human  body,  but  to  avoid  their 
introduction.  From  the  antiseptic  system  we  proceeded  to 
the  asepsic,  the  details  of  which  even  to-day  have  not  yet 
reached  their  final  stage. 

We  know  that  frequently  it  is  extremely  difficult,  if  not 
almost  impossible,  to  render  and  to  maintain  an  absolute 
asepsis,  and  that  it  still  remains  for  us  to  accomplish  this 
by  the  most  accurate  operative  technic,  so  as  to  avoid 
interference  with  the  physiological  powers  of  resistance 
of  our  patients,  not  only  by  avoiding  external  injuries, 
but  by  guarding  them  against  acute  anaemia  and  nervous 
depression. 

In  this  special  department  Spencer  Wells  and  his  scholars, 
who  are  at  work  to-day  all  over  the  British  Empire,  must 
always  be  recognised  as  having  been  ahead  of  the  gynaeco- 
logical army  at  that  period  of  its  history. 

Some  twenty  years  ago  ovariotomy  was  looked  upon  as 
a  well  established  operation,  the  technic  of  which  apparently 
was  well  understood.  Not  only  seniors,  but  juniors  also, 
felt  entitled  to  practise  ovariotomy.  Then,  however,  its 
development  received  a  great  stimulus,  as  we  began  to 
widen  the  indications  and  to  complete  the  technical  plan. 

The  high-spirited  pioneers  of  ovariotomy  viewed  only 
the  large  and  extensive  tumours  as  indicative  of  o\'ariotomy. 
They  had  to  struggle  against  the  difficulty  of  diagnosis  and 
were  handicapped  by  the  lack  of  anaesthetics.     Increasing 
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exp)eriencc  permitted  also  the  diagnosis  of  smaller  tumours, 
and  recognised  that  they  may  give  rise  to  dangerous  compli- 
cations, such  as  twisting  of  the  pedicle,  intracystic  haemor- 
rhage, inflammation  and  peritonitis.  We  have  learned  to 
realise  the  complication  of  pregnancy  and  the  tendency  of 
ovarian  outgrowths  to  malignant  degeneration. 

It  was  stated  that  only  an  early  removal  of  ovarian 
tumours  of  any  size  would  give  immunity  to  patients  from 
the  inevitable  issue  of  these  neoplasms.  To-day,  however, 
not  only  extensive  tumours,  not  only  those  evidently  of 
malignant  character,  but  every  neoplasm  of  what  dimension 
it  may  possess  indicates  ovariotomy. 

The  little  experience  which  Alfred  Wiltshire  and  Spencer 
Wells  had  in  connection  with  the  removal  of  inflamed 
ovarian  tumours  proved  the  benefit  derived  therefrom.  Also 
that  form  of  oophoritis  which  destroys  ovulation  and  causes 
much  suffering,  not  amenable  to  medicinal  treatment,  can 
safely  and  indeed  must  be  removed  for  our  patients'  sake. 

Hegar  and  Lawson  Tait  have  helped  us  in  this  direction. 
We  learned  to  value  the  complications  of  odphoritis  and  its 
connection  with  salpingitis.  Quite  a  new  battlefield  of 
pathology  was  discovered  and  bravely  investigated  and 
gained.  To-day  we  meet  more  frequently  with  this  form 
of  disease  of  the  ovaries  than  extensive  neoplasms.  Many 
of  these  inflammatory  processes  can  be  healed  and  cured 
by  careful  and  diligent  nursing,  but  there  remains  a  large 
number  which  can  be  eradicated  only  by  operation.  Our 
statistics  show  to-day  a  majority  of  cases  of  oophoritis  and 
salpingitis,  whilst  neoplasms  form  the  minority. 

Another  highly  important  and  interesting  step  was  the 
proposal  to  remove  the  ovaries,  thereby  suppressing  ovula- 
tion, in  order  to  allay  severe  pains  arising  from  the  pelvic 
organs,  and  to  enforce  involution  of  uterine  myomata  by 
inducing  a  premature  climax.  We  shall  always  be  indebted 
to  Hegar  and  Battey  for  proposing  and  investigating  this 
matter  scientifically.  Hegar  based  this  procedure  upon  his 
practical  experience  and  experimental   investigations,   and 
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fought  for  its  introduction  into  the  category  of  gynaecology. 
We  must  also  link  with  sincere  gratitude  to  these  names 
that  of  Lawson  Tait,  who  originated  the  very  interesting, 
but  not  yet  generally  accepted  hypothesis,  that  the  Fallopian 
tube  plays  an  important  r6le  in  menstruation.  In  conse- 
quence of  this  Tait  insists  on  the  removal  of  the  tubes.  No 
doubt  Tait's  ingeniousness,  energy  and  his  splendid  results 
have  given  this  operation  of  castration  a  world-wide  interest. 

To  my  mind  the  drift  of  castration  has  undergone  a 
remarkable  change,  when  we  so  call  the  removal  of  healthy 
or  nearly  healthy  ovaries,  in  order  to  produce  a  prematiire 
climacteric. 

The  very  extensive  territory  of  the  operative  treatment 
of  myomata  is  limited  to-day  to  the  successful  development 
of  myomotomy.  There  remain  only  a  small  number  of 
myomata  whose  removal  is  considered  impossible  or  im- 
prudent and  where  the  treatment  by  castration  would  be 
deemed  the  proper  operation.  To  this  I  must  add  that  the 
value  of  castration  for  myomata  is  further  questioned  by 
those  not  very  rare  observations,  that  myomata  develop  in 
the  senile  age,  and  still  further  by  those  cases  where  myomata 
begin  to  grow  after  the  removal  of  the  ovaries. 

Castration  for  neurosis  has  given  but  unsatisfactory 
results.  Indeed  we  can  only  expect  to  treat  neurosis  with 
benefit  by  castration  when  the  neurosis  is  in  a  decided 
aetiological  connection  with  oophoritis.  Otherwise  failures 
must  be  expected,  as  Windscheid  has  proved.  This  has 
only  recently  been  demonstrated  in  the  highly  interesting 
papers  of  Hobbs  and  Russell.  You  know  that  it  has  been 
proposed  to  influence  extreme  cases  of  carcinoma  of  the 
breast  by  castration.  The  experiences  of  Stanley  Boyd  and 
Watson  Cheyne  have  proved  this  procedure  definitely  as 
hopeless. 

Quite  a  new  point  of  view  has  been  inaugurated  by  our 
French  confreres  on  this  question  of  castration.  At  the 
beginning  all  efforts  were  directed  to  the  removal  of  healthy 
or  diseased  ovaries  and  tubes.    P^an,  whom  we  have  lost 
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only  lately,  proposed  in  such  cases  to  remove  with  the 
ovaries  the  uterus  itself,  adding  uterine  castration  to  the 
ovarian  one.  No  doubt  the  uterus  suffers  sympathetically 
in  these  cases  of  ovarian  disease.  The  discussion  on  this 
question  is  not  yet  closed.  I  am  convinced  that  many  a 
gynaecologist  stands  on  my  side  when  I  say  that  experience 
has  taught  us  that  the  subsequent  health  of  our  patients 
after  the  removal  of  the  ovaries,  destroyed  or  undergoing 
degeneration,  does  not  warrant  also  the  removal  of  the 
uterus.  True,  shortly  after  oophorectomy  the  uterus  often 
causes  much  pain  and  disorder,  as  a  result  of  the  excessive 
viability  of  its  tissue  when  adapting  itself  to  the  different 
local  conditions,  but  we  cannot  deny  that  frequently,  when 
this  first  phase  has  been  overcome,  the  cicatrisation  in  the 
pelvis  and  the  comfort  of  the  patient  are  favourably  influ- 
enced by  saving  the  uterus. 

To-day  it  does  not  answer  to  discuss  the  question  of 
ovariotomy  by  limiting  it  to  its  immediate  effect.  Werth 
and  his  scholar,  Glaevecke,  have  been  the  first  to  study  the 
subsequent  effect  it  has  upon  patients  whose  ovaries  have 
been  removed.  This  has  already  been  frequently  discussed 
at  different  meetings  of  gynaecological  and  chirurgical  asso- 
ciations. We  will  all  agree  that  it  wants  many  years  of 
observation  and  thorough  investigation.  Let  us,  therefore, 
continue  to  discuss  this  interesting  subject. 

Some  twenty  years  ago,  Schroeder,  whose  name  I  dare  say 
is  quite  familiar  to  you,  inaugurated  in  his  ingenious  manner 
the  question  as  to  whether  it  is  absolutely  necessary  in  every 
instance  to  remove  the  whole  ovary  when  only  a  part  of  it 
is  diseased.  Surely  the  conservation  of  only  a  small  portion 
of  the  ovary  is  a  matter  of  extreme  importance  to  all  patients 
in  the  time  of  sexual  propagation.  He  proposed  only  to 
excise  the  diseased  parts  so  that  these  young  women  could 
continue  to  menstruate  and  retain  the  possibility  of  concep- 
tion. During  the  same  period  I  had  been  engaged  in  inves- 
tigating this  same  subject  also.  Indeed,  when  Schroeder 
read  his  paper  on  his  experiences  with   resection   of  the 
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ovaries  at  the  Obstetrical  Society  of  Berlin  in  1882,  I  was 
able  to  report  that  one  of  my  patients  had  already  become 
pregnant.    Since  then  Schatz  and  others,  and  quite  recently 
Olshausen,  have  published  cases  of  pregnancy  following  re- 
section of  the  ovaries.    During  the  last  few  years  a  great 
number  of  similarly  successful  operations  have  been  re- 
corded, so  that  to-day  it  has  been  sufl&ciently  demonstrated 
that  we  are  justified  in  removing  the  diseased  part  of  the 
ovary  only  and  to  preserve  the  healthy.    This  is  equally 
true  in  such  cases  as  hydropical  transformation  of  ovarian 
follicles  and  partly  degenerated  outgrowths.    We  can  either 
cut  away  the  diseased  part  or  destroy  it  by  ignipuncture. 
Pozzi  has  published  a  long  series  of  successful  cases  treated 
in  this  way.    A  sufficiently  long  experience  shows  that  the 
remaining  healthy  part  of    the   ovary  retains  its  normal 
state  and  physiological  activity.     But   if  it  does  not,  we 
can  then  remedy  the  defects  by  a  second  ovariotomy.    The 
danger  of  a  second  ovariotomy  is  now  much  less  than 
formerly. 

In  all  these  cases  we  must  recognise  the  advisability  of 
preserving  for  these  young  women  their  normal  female 
functions.  The  preservation  of  a  little  healthy  ovarian 
tissue  is  to-day  of  special  importance,  for  we  know  that 
some  women  have  been  benefited  by  implantation  of  parts 
of  ovaries.  You  have  heard,  1  am  sure,  that  GregorieflF  and 
Frank  could  already  publish  cases  where  the  patients 
became  pregnant  after  such  implantation,  a  very  important 
prospective  in  the  treatment  of  ovarian  diseases. 

By  these  rather  general  remarks  1  have  endeavoured  to 
give  you  the  history  of  the  indications  for  ovariotomy 
during  the  last  twenty  years,  that  is  to  say  since  ovariotomy 
has  become  a  legitimate  operation.  The  large  tumours 
which  indicated  ovariotomy  to  our  forefathers,  have  become 
extremely  rare.  The  reason  of  this  is  not  only  that  gynae- 
cologists are  now  everywhere  at  hand  to  remove  them,  but 
also  because  we  have  learned  to  diagnose  outgrowths  in 
their  earliest  stages  of  development,  and  because  it  is  now 
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everywhere  admitted  that  ovariotomy  is  the  proper  treat- 
ment for  their  cure,  irrespective  of  their  size.  The  products 
of  ovarian  inflammation  when  not  amenable  to  the  ordinary 
measures  of  treatment  do  not  allow  of  prolonged  observa- 
tion and  delay,  but  indicate  operative  interference  for  their 
removal. 

The  technique  of  ovariotomy  has  also  undergone  marked 
changes  during  the  last  twenty  years.  We  doubt  not  that 
the  first  operators,  who  had  to  deal  with  voluminous  out- 
growths, believed  that  they  could  only  be  dealt  with  by 
abdominal  section.  Forty  years  ago,  however,  the  famous 
surgeon  Atlee  tried  to  remove  a  tumour  lying  within  the 
pelvis  by  vaginal  incision.  In  1870  you  know  that 
Gaillard  Thomas,  Battey  and .  others  demonstrated  the 
possibility  of  vaginal  ovariotomy.  Indeed,  small  tumours 
invite  this  route,  as  does  also  the  operation  of  ovarian 
castration  recommended  by  Battey.  It  may  be  that  the 
procedure  of  vaginal  ovariotomy  practised  by  veterinary 
surgeons  on  cows  with  regular  success  influenced  its  adop- 
tion on  the  human  being. 

Probably  some  of  you,  like  myself,  had  at  that  time 
done  vaginal  ovariotomy  in  suitable  cases,  but  the  increas- 
ing safety  of  abdominal  operations,  and  the  somewhat 
limited  opportunity  for  the  vaginal  operation,  helped  us  to 
forget  such  experiences.  In  fact,  Hegai*,  our  great  master 
in  Germany,  condemns  the  vaginal  operation  still  to-day 
in  the  fourth  edition  of  his  text-book  of  gynaecological 
operations,  edited  by  himself  and  Kaltenbach,  and  maintains 
that  its  future  is  short. 

In  spite  of  this,  no  one  will  deny  that  there  is  a  great 
change  of  opinion  going  on.  The  development  of  the 
vaginal  operations  for  carcinomatous  uteri,  for  diseased 
adnexed  organs,  and  quite  recently  for  uterine  myomata, 
has  proved  incontestably  the  advantages  of  the  vaginal 
route.  The  efforts  to  cure  uterine  affections  by  opera- 
tion have  proved  that  we  can  reach  the  ovaries  very 
conveniently   by   incision   through  the  vaginal   cul-de-sac. 
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The  progress  of  the  vaginal  operation  as  now  practised, 
will  always  be  associated  with  the  name  of  Duhrssen,  who 
opened  at  the  same  time,  like  Mackenrodt,  the  abdominal 
cavity  per  vaginam  for  the  treatment  of  intra-pelvic  intra- 
peritoneal diseases.  Of  course  there  were  occasionally 
faults  and  failures  which,  together  with  the  difficulty  of 
deciding  between  the  vaginal  and  the  abdominal  routes, 
have  inclined  many  gynaecologists  to  the  latter.  In  spite 
of  all  this  we  cannot  deny  the  value  of  the  vaginal  opera- 
tion, and  must  further  test  it  in  suitable  jcases. 

Let  us  now  first  view  the  progress  of  the  abdominal 
operation  during  these  last  twenty  years. 

The  prescription  as  to  the  position  of  the  patient  for  the 
operation  has  undergone  a  remarkable  change.  Nearly 
everjrwhere  the  dorsal  decubitus  has  been  accepted,  the 
operator  standing  by  the  side  of  the  patient  as  is  the  method 
in  general  surgery.  It  was  quite  an  individual  modification 
when  Pean  placed  himself  between  the  legs,  being  then 
able  to  sit  whilst  operating.  I  followed  his  example,  and 
still  feel  quite  satisfied  with  it.  It  was  an  astonishing  pro- 
gress to  place  the  patient  in  the  Trendelenburg  position, 
thus  ensuring  high  elevation  of  the  pelvis.  Nobody  will 
deny  this  miraculous  effect.  It  avoids  the  awkward  pro- 
cidentia of  the  intestines,  it  lays  clear  the  operative  field  in 
the  pelvis  and  simplifies  the  assistancy.  This  is  indis- 
putable. I  am  convinced,  however,  that  the  older  opera- 
tors, particularly  those  who  operate  whilst  sitting,  and  have 
accustomed  themselves  to  the  aid  of  well  trained  assistancy, 
will  but  seldom  use  Trendelenburg's  method.  The  coming 
men  will  look  upon  it  as  the  regular  method,  just  as  we  now 
look  upon  the  aseptic  system. 

No  one  will  perform  to-day  ovariotomy  without  nar- 
cosis. The  choice  between  chloroform  and  ether  will 
always  be  decided  by  individual  impression.  You  know 
that  local  anaesthesia  is  adopted  to-day  in  other  depart- 
ments of  surgery.  Shall  it  be  used  widely  also  for  ovari- 
otomy ?     Its  practicability  has  been  proved  quite  recenily 
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by  our  highly-esteemed  friend,  Professor  Simpson,  the 
successor  and  nephew  of  the  great  Sir  James,  who  by  intro- 
ducing chloroform  will  always  be  recognised  as  one  of  the 
greatest  benefactors  of  humanity.  Professor  v.  Rosthorn 
has  published  similar  experiences  and  investigations  with  his 
assistant  Kleinhans  at  the  clinic  in  Prague.  It  would  be 
truly  of  great  advantage  to  avoid  nausea,  but  as  Simpson 
and  Kleinhans  have  reminded  us,  it  would  be  rather  un- 
comfortable to  operate  in  the  abdomen  of  a  conscious 
patient. 

The  greatest  progress  in  ovariotomy  was  made  after  the 
introduction  of  the  antiseptic  system.  We  all  agree,  how- 
ever, that  in  its  earliest  stage  the  life  of  the  patient  was  in 
greater  danger  as  a  result  of  antiseptic  poisoning  than  of 
the  operation  itself.  This  was  soon  recognised,  and  the 
excessive  use  of  antiseptics  will  shortly  be  forgotten.  We 
now  depend  upon  a  vigorous  aseptic  preparation  of  the 
patient,  of  the  operators'  and  assistants'  hands,  and  all 
instruments  which  are  to  be  used.  We  reject  now  the 
large  number  of  instruments  which  formerly  were  con- 
sidered necessary  and  kept  at  hand.  We  depend  upon 
exact  haemostasis  and  short  exposure  of  the  peritoneal 
cavity.  We  drop  the  pedicle  with  perfect  security  (extra- 
peritoneal fixation  being  forgotton  everywhere  to-day). 

A  better  proof  of  the  benefits  of  the  aseptic  system 
cannot  be  given  than  that  ovariotomy  can  be  undertaken 
in  every  stage  of  pregnancy,  as  Sir  John  Williams  recently 
proved  in  his  admirable  Cavendish  lecture  on  the  complica- 
tions of  pregnancy  and  ovarian  tumours.  I  have  taken  still 
further  liberty  with  its  safety.  We  used  to  perform  ovari- 
otomy after  the  patient  had  been  confined  and  after  she 
had  given  up  suckling  her  baby.  This  is  not  necessary. 
Mothers  can  continue  suckling  their  infants  with  perfect 
safety  for  both  after  the  removal  of  the  tumour.  In  three 
instances  of  this  kind  under  my  care  the  babies  received 
the  breast  immediately  before  the  operation.  Three  hours 
after  it  the  breast  was  emptied  artificially  to  avoid  chloro- 
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form  intoxication,  but  after  another  three  hours  the  babies 
were  put  to  the  breast  again.  The  mothers  continued  to 
suckle  their  babies,  and  all  left  the  hospital  in  a  fortnight 
quite  well. 

A  special  question  is  that  of  the  ligaturing  material. 
The  pioneers  used  animal  sutures  in  the  form  of  leather 
threads.  This  was  replaced  by  silk  and  metal,  and  during 
the  last  twenty  years  catgut  has  been  extensively  used.  The 
kangaroo  tail-tendon,  which  Marcy,  of  Boston,  introduced, 
has  not  yet  met  with  much  demand.  All  such  material 
must  be  aseptic,  as  it  is  intended  to  be.  It  must  stand  such 
aseptic  preparation  and  must  retain  its  durability  for  a 
sufficient  length  of  time.  I  believe  it  is  a  great  advantage 
to  have  absorbable  ligatures.  In  spite  of  all,  catgut  is 
to-day  widely  disliked,  and  many  a  surgeon  and  gynaeco- 
logist gave  it  up  altogether.  Its  preparation  with  juniper- 
oil  or  alcohol  is  quite  a  safe  and  convenient  one,  as  I  have 
tested  in  many  hundreds  of  cases.  I  use  it  in  all  abdominal 
and  plastic  operations  ;  in  laparotomy  only  I  add  three  or 
four  silk  sutures  in  the  abdominal  wound  to  prevent 
eventually  breaking  down  by  excessive  vomiting,  coughing 
or  by  meteorism. 

The  subsequent  behaviour  of  the  abdominal  wound 
from  the  beginning  of  ovariotomy  practice  has  been  one  of 
grave  anxiety.  No  exactitude  of  adaptation  of  the  adjacent 
surfaces  of  the  wound,  no  perfect  primary  healing  guarantee 
against  a  fatal  distension.  Ventral  hernia  through  a  weak 
cicatrix  is  a  most  disappointing  memento  of  the  operation. 
We  tried  to  escape  this  by  adopting  another  plan  of  incision. 
The  incision  in  the  old  operatio  major  from  the  ensiform 
cartilage  to  the  pubis  was  reduced  so  as  only  to  admit 
two  fingers.  The  rectus  muscle  was  incised  instead  of  the 
median  line ;  the  flanks  were  opened,  the  skin  and  super- 
ficial layers  were  incised  transversely  and  the  deeper  layers 
vertically. 

We  have  still  to  learn  not  only  how  to  break  up  adhe- 
sions, but  how  to  avoid  them.    To-day  also  we  may  see 
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ovariotomies  fail,  and  worst  of  all  in  apparently  very  simple 
cases,  from  intestinal  obstruction  and  paralysis.  Is  there 
sepsis  or  is  there  nervous  disorder  ?  On  this  point  we  are 
yet  uncertain,  but  must  continue  to  fight  with  all  the 
^veapons  of  anatomy  and  clinical  observation  in  this  part 
of  the  battlefield. 

The  progress  of  the  vaginal  cceliotomy  since  Diihrssen's 
and  Mackenrodt's  publications  is  shortly  to  be  reported. 
It  was  first  undertaken  to  remedy  uterine  affections : 
Dtihrssen  has  further  utilised  it  to  remove  diseased  adnexa. 
His  publications  give  an  exact  description  of  its  advan- 
tages and  disadvantages.  It  is  well  known  that  vaginal 
cceliotomy  met  with  much  enthusiasm  for  the  operative 
cure  of  retroflexions,  but  its  failures  soon  lost  for  it  most 
operators. 

Is  it  justifiable  to  question  its  utility  in  face  of  the 
mistakes  and  failures  of  these  first  operations,  when  its 
technique  could  not  have  been  well  understood  ?  We 
experience  now  what  our  forefathers  did  in  the  early  stages 
of  abdominal  ovariotomy.  Nobody  denies  the  correctness 
of  the  anatomical  basis  of  vaginal  cceliotomy  ;  nevertheless 
it  is  abandoned  and  condemned  at  once  instead  of  search- 
ing for  amendation,  and  thus  gaining  the  benefit  of  an 
ameliorated  procedure. 

I  have  practised  colpotomy  for  nearly  four  years  for  a 
great  variety  of  disorders  of  the  pelvic  organs.  Most  of 
them  were  complicated  with  peritonitis.  Some  details  have 
been  laid  down  before  the  profession  on  different  occasions, 
notably  at  a  meeting  of  the  British  Medical  Association  in 
London  in  1896. 

The  great  majority  of  these  operations  have  been  under- 
taken for  pelvic  peritonitis,  uterine  displacements  and  tubal 
disorder.  Amongst  these  operations  there  were  131  vaginal 
ovariotomies  done  by  anterior  colpotomy,  not  to  mention 
eight  vaginal  ovariotomies  done  by  posterior  colpotomy, 
during  the  years  1878- 1884. 

Instances  of  vaginal  colpotomy  have  until  recently  only 
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been  scantily  published.  Bumm  and  Fehling  have  come 
to  an  unfavourable  decision  based  upon  rather  a  limited 
experience.  Under  these  circumstances  I  was  highly  pleased 
when  I  read  the  very  interesting  paper  of  Dr.  Clement  Cleve- 
land, of  New  York,  published  in  April  of  this  year  in  the 
tiew  York  Medical  Record,  and  to  find  that  he  belongs  to 
our  camp.  Also  Lohlein,  who  reports,  in  the  last  volume 
of  his  "  Tagesfragen,"  twenty-one  cases  of  ovariotomy  done 
by  vaginal  incision.  All  this  helps  to  confirm  the  favourable 
impression  with  which  it  was  received  last  year  at  the 
Moscow  Congress. 

Undoubtedly  it  is  of  the  highest  importance  to  point  out 
exactly  the  conditions  most  suitable  for  vaginal  colpotomy. 

First  of  all  the  vagina  must  be  patulous  or  dilatable. 
Great  density  of  the  tissue  and  rigid  vaginal  and  pelvic 
floors  are  extreme  obstacles,  and  to  the  inexperienced  would 
contra-indicate  the  vaginal  route.  The  more  experienced 
can  overcome  these  difficulties  without  incising  the  vaginal 
orifice,  but  the  danger  of  injuring  the  adjacent  parts  is 
increased.  It  prevents  a  clear  view  of  the  operative  field, 
adhesions  to  the  uterus,  broad  ligaments  and  intestines 
cannot  be  broken  up  under  the  control  of  the  eye.  The 
morcellalion  of  the  tumour  and  the  ligaturing  of  the  stump 
are  also  hindered.  My  own  experience  teaches  me  that  we 
must  pay  great  regard  to  these  difficulties.  It  is  very 
important  fof  the  tumour  to  lie  completely  or  nearly  so  in 
Douglas'  pouch,  or  for  it  to  be  possible  to  push  it  into 
it.  Another  conditio  sine  qud  non  is  that  the  tumour  should 
have  a  certain  degree  of  mobility,  which  can  be  ascertained 
by  a  rectal  examination.  Extensive  and  firm  adhesions  to 
the  intestines  and  the  lateral  walls  of  the  pelvis  also  contra- 
indicate  this  operation.  I  always  bear  these  difficulties  in 
mind,  and  I  have  not  yet  a  single  case  out  of  over  700 
where  I  had  to  abandon  the  vaginal  and  finish  the  opera- 
tion by  the  abdominal  method. 

Undoubtedly  perfect  ha^mostasis,  thus  preventing  haemor- 
rhage in  the  depth  of  the  pelvis,  is  an  important  point.    If 
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the  edges  of  the  vaginal  wound  are  kept  open  by  suitable 
retractors  and  the  intestines  kept  back  by  a  sponge  or  gauze 
tampon,  a  good  view  of  Douglas'  pouch  is  obtained,  and 
ligatures  can  be  applied  with  ease. 

I  think  it  is  a  very  important  advantage  of  the  vaginal 
route  that  on  our  way  into  the  peritoneum,  or  after  doing 
the  intra-peritoneal  part  of  the  work,  we  can  do  whatever 
is  indicated  in  the  uterus  and  vagina,  such  as  curetting, 
excision  of  erosion,  or  Emmet's  operation.  We  can  pro- 
ceed to  the  total  extirpation  of  the  uterus  if  necessary. 
Lohlein  reports  two  cases  where  he  did  vaginal  ovariotomy 
late  in  pregnancy  without  interrupting  this.  It  is  admitted 
that  vaginal  coeliotomy  is  suitable  only  for  ovarian  tumours 
of  moderate  size,  which  are  easily  reached  from  the  vagina 
and  movable.  Under  such  conditions  the  vaginal  route 
has  evident  advantages  over  the  abdominal  and  produces 
far  less  constitutional  disturbance,  even  when  the  peri- 
toneum has  been  injured  to  some  extent,  and  the  same 
length  of  narcosis  in  both  operations.  Perhaps  this  is  due 
to  the  difference  in  the  peritoneal  exposure,  or  to  the 
alteration  of  the  intra-peritoneal  tension  ? 

The  fact  is  recognised  by  most  of  our  great  operators. 
Schroeder  used  to  compare  the  feeling  of  patients  during 
convalescence  after  vaginal  total  extirpation  with  that  of 
normal  puerperal  state.  This  observation  was  made  in  the 
antiseptic  period,  when  all  used  to  suffer  more  or  less  from 
antiseptic  intoxication. 

Another  most  important  contrast  is  that  in  the  abdominal 
operation  we  cannot  insure  against  an  unsatisfactory  union 
of  the  wound  and  subsequent  hernia ;  the  vaginal  wound 
may  become  sensitive  and  irregular,  but  up  till  now  I  have 
never  seen  a  case  where  its  after  effects  could  be  compared 
to  that  of  a  ventral  hernia.  Great  trouble  is  often  caused 
also  by  the  abdominal  wounds  forming  adhesions  with  the 
intestines,  omentum  and  bladder.  Up  till  now  we  have  not 
been  able  to  avoid  these  painful  and  fatal  complications  of 
abdominal  ovariotomy. 
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Finally,  I  must  not  forget  to  call  your  attention  to  the 
fact  that  we  need  to  keep  the  patients  in  the  dorsal  decubitus 
only  for  a  short  time  after  the  vaginal  operation  in  com- 
parison with  that  after  the  abdominal,  a  matter  of  great 
importance  in  cases  of  heart  disease,  lung  and  kidney 
afiFections,  gout,  &c. 

I  have  spoken  of  vaginal  coeliotomy  and  you  may  wish 
to  know  through  which  cul-de-sac  we  should  enter.  Gaillard 
Thomas  and  the  first  operators,  including  myself,  incised  the 
posterior,  and  this  method  has  been  recommended  by 
Mackenrodt,  Lohlein  and  others  quite  recently.  Ehihrssen 
performed  the  operation  through  the  anterior  cul^de-sac 
and  so  do  I  now.  Undoubtedly  the  posterior  incision  is 
nearer  to  the  ovarian  pedicle  when  the  normal  anatomical 
relations  of  the  pelvis  are  undisturbed.  But  I  think  we 
obtain  a  much  better  view  of  the  pelvic  cavity  through  the 
anterior.  After  separating  the  bladder  from  the  uterus 
and  having  opened  the  vesico-uterine  pouch  we  can  easily 
insure  them  against  injury.  Having  brought  the  uterus 
outside,  half  of  the  hand  can  then  be  introduced.  Through 
this  opening  the  pedicle  of  the  ovaries  is  easily  reached 
because  the  ligamentum  ovaricum  proprium  is  stretched 
when  the  uterus  is  outside.  When  of  normal  size  the  ovary 
can  now  be  seen,  but  if  greatly  enlarged  by  outgrowths 
only  its  lower  segments.  We  can  fix  the  pedicle  with  a 
good  forceps  and  pull  the  tumour  downward  and  forward. 
If  it  needs  evacuation  cysts  can  be  punctured  to  allow  the 
fluid  or  other  contents  to  escape  without  touching  the 
peritoneum.  After  the  tumour  has  been  brought  outside, 
the  pedicle  can  be  secured  with  ease,  which  is  done  in  the 
same  way  as  by  the  abdominal  method.  After  examining 
the  other  ovary  and  the  whole  pelvic  cavity,  the  operation 
is  practically  over.  The  uterus  is  now  replaced  in  its 
normal  position.  When  closing  the  wound  the  peritoneum 
is  included  in  the  same  sutures  which  close  the  upper 
sections  of  the  wound,  and  if  necessary  in  cases  of  retro- 
flexion, the  uterus  also   is  fixed  to  the  vaginal   wall.     In 
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young  women  it  is  advisable  to  pass  these  sutures  not 
higher  than  two  centimetres  above  the  internal  os.  This 
will  answer  to  prevent  further  displacement  and  insures 
safety  in  case  of  subsequent  pregnancy. 

I  must  not  forget  to  add  that  the  uterus  is  easily  freed  in 
this  way  of  its  adhesions  resulting  from  acute  and  chronic 
peritonitis-  and  secured  by  a  correct  vaginal  fixation  in 
proper  position.  It  is  generally  known  that  the  patients 
recover  rapidly  after  this  anterior  colpotomy. 

Drainage  I  have  not  required  in  a  single  case  out  of 
my  705. 

I  beg  to  be  excused  from  discussing  the  details  of  the 
posterior  colpotomy,  as  I  lack  recent  experience  with  this 
operation. 

Allow  me  to  add  that  out  of  my  131  cases  of  vaginal 
ovariotomy  I  have  only  lost  two,  that  is  to  say  1*5  per 
cent.  The  mortality  of  the  abdominal  operations  in  the 
early  part  of  Spencer  Wells'  time  was  over  20  per  cent.,  it 
gives  to-day  between  2  and  5  per  cent.  We  know  that  many 
an  operator  can  report  a  long  run  of  recoveries  in  more  or 
less  complicated  cases.  I  do  not  deny  but  that  in  those 
cases  selected  for  vaginal  ovariotomy  there  is  often  less 
complication  by  way  of  intense  adhesions,  metastasis  and  so 
on,  so  that  the  statistics  of  the  two  methods  must  be  com- 
pared with  great  reserve.  We  all  agree  that  statistics  are 
often  misleading,  and  we  want  great  care  not  to  be  impressed 
by  them  wrongly. 

I  feel  I  have  now  detained  you  long  enough,  so  I  will 
conclude  by  saying  that  I  have  only  touched  upon  the  most 
important  points  in  connection  with  the  development  of  the 
great  department  of  ovariotomy. 

Let  me  hope  that  you  will  agree  and  join  with  me  in  the 
belief  that  another  twenty  years  will  reveal  our  works  and 
investigations  benefiting  a  most  serious  group  of  sufferings 
of  the  female  sex. 

Again  I  beg  you  to  accept  my  most  hearty  thanks  for 
allowing  me  to  deliver  this  address.     I  am  convinced  that 
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you  not  only  wish  to  do  me  honour  personally,  but  also 
to  all  German  gynaecologists.  This  increases  my  sincere 
confraternal  thanksgiving. 

At  the  conclusion   of    Professor   Martin's  address  the 
President  referred  to  the  various  important  pronounce- 
ments made  by  the  reader  and  the  debatable  principles 
which  he  advocated,  on  some  of  which  wide   differences 
of  opinion  still  existed,  and  only  to   be   settled  by  such 
great  practical    experience   as    Professor   Martin  enjoyed. 
The  history  of    ovariotomy  was  a  subject  in   which,  as 
had  been   pointed  out   in    the    address,   British    gynaeco- 
logists   could  take  a  just  pride.      Shortly  after  the  pro- 
nouncement of   Dupuytren   in   the  Academy  of   Medicine 
that  the  man  who  performed  ovariotomy  should  be  indicted 
for  manslaughter,  Spencer  Wells,  Baker  Brown,  and  Clay 
led  the  way,  and  to  Wells  undoubtedly  belonged  the  honour 
of  establishing  the  safety  of  the  operation,  and  to  him  and 
P6an  we  are  indebted  for  the  various  *haemostatic  measures 
leading  up  to  the   present   more   complete   technique.    To 
Tait  is   due  the  recognition   of  the  work  he  did  in  the 
surgery  of  the  Fallopian  tubes  and  oophorectomy.    Among 
the  most  important  of  the  subjects  touched  on  were :  The 
justification  for  oophorectomy  in  cases  of  neurasthenia  and 
neurosis,  and  the  limitations  of  the  operation  ;    the  question 
of  oophorectomy  in  cases  of  cancer  of  the  mammary  gland  ; 
the  indications  for  ovariotomy  in  fibroma ;  the  importance 
of  asepsis ;  the  complication  of  pregnancy  and  labour  with 
ovarian  cystoma  viewed  from  the  operative  point  of  view ; 
the  relative  value  of  the  vaginal  and  the  abdominal  "  ways  " 
of  operating ;    the  conservative  surgery  of  the  ovaries  by 
resection,  and  the  various  details  of  the  operative  technique^ 
all  had  been   dealt  with  in  a  manner  such  as  they  might 
have  expected  at  the  hands  of  a  master  of  the  gynaecological 
art.    They  were  chiefly  indebted  to  Professor  Martin  for 
his  courteous  acquiescence  with  the  request  of  the  Council 
of    the    Society    to    deliver    as    an    Honorary  Fellow  an 
address  on  some  gynaecological  subject.    He  had  placed  the 
Society  under   an  obligation,  and  he,  the .  President,  had 
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great  pleasure  in  proposing  that  the  hearty  thanks  of  the 
meeting  be  accorded  to  Professor  Martin  for  his  able  and 
instructive  address. 

Dr.  C.  H.  RouTH,  in  seconding  the  vote  of  thanks, 
referred  to  the  difficulties  met  with  by  the  earlier  operators, 
recollection  which  came  from  his  own  personal  knowledge 
of  what  Wells  and  Baker  Brown  had  to  contend  with  in 
this  country.  He  congratulated  Professor  Martin  on  the 
splendid  results  of  his  operations  and  on  the  fearless  line  of 
an  address  which  was  the  outcome  of  a  huge  experience  and 
comprehensive  personal  knowledge  of  the  different  issues 
on  which  he  gave  his  opinion.  The  Society  was  honoured 
by  the  appearance  before  it  of  such  an  orator,  and  he 
heartily  seconded  the  vote  of  thanks. 

Dr.  Bantock  supported  the  vote  and  Professor  Martin 
briefly  replied,  saying  that  he  took  the  invitation  to  appear 
before  such  a  renowned  Society  as  a  compliment  paid  not 
only  to  himself  but  to  German  gynaecologists  generally. 
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THE    BRITISH    GYNECOLOGICAL    SOCIETY. 
Thursday,  October  13,  1898. 
Mr.  F.  BOWREMAN  JESSETT,  Vice-President,  in  the  Chair. 

Present  :  24  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society  : — John  Sandison  Crabbe,  Birmingham ;  and  H.  C. 
Taylor  Young,  M.D.,  Sydney,  N.S.W. 

The  following  were  proposed  for  election  : — Patrick 
Joseph  Burke,  M.D.,  London  ;  Charles  Frederick  Dods- 
worth,  L.R.C.P.,  M.R.C.S.,  Gunnersbury ;  William  Walter 
Don,  M.D.,  London  ;  Frank  Percy  Elliott,  M.D.,  Waltham- 
stow ;  A.  Lapthorne  Smith,  M.D.,  Montreal. 

Specimens. 

Mr.  Christopher  Martin,  F.R.C.S.,  Birmingham, 
showed  specimens  of  (i)  Bifid  Uterus  with  Retention  of 
the  Menses ;  (2)  Myoma  of  the  Round  Ligament. 

(i)  Case  of  Bifid  Uterus. 

Mrs.  B.,  aged  29,  married  nine  years  and  a  half,  never 
pregnant,  consulted  me  on  June  27,  1898.  She  complained 
of  intense  pain  at  her  periods,  which  got  worse  each  month. 
The  periods  were  regular,  lasted  five  days,  and  were  profuse. 
The  pain  was  colicky,  was  felt  on  the  right  side  of  the  lower 
abdomen,  began  two  days  before  the  period  and  lasted  all  the 
time.  For  some  years  she  had  noticed  a  lump  on  the  right 
side  of  the  hypogastrium.  It  got  larger  at  each  period,  and 
was  slowly  increasing.    On  examination  a  round  mass  about 
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the  size  of  a  three  months'  pregnancy  was  felt  to  the  right 
of  the  uterus  and  merging  into  it.  On  June  30  I  opened 
her  abdomen  and  removed  her  uterus.  The  right  half  of 
the  uterus  did  not  communicate  with  the  cervical  canal, 
and  was  distended  with  retained  menstrual  fluid  as  was  also 
the  right  Fallopian  tube.  The  left  uterus  with  the  right 
appendages  was  removed  by  the  operation  of  panhysterec- 
tomy.   The  patient  made  a  slow  but  complete  recovery. 

(2)  Case  of  Myoma  of  the  Round  Ligaments. 

Miss  S.,  aged  44,  consulted  me  on  October  i,  1897,  for 
a  rapidly  growing  abdominal  tumour.  Her  menstruation 
vras  regular,  occurred  every  three  weeks,  lasted  five  days, 
and  was  very  profuse  and  painful.  On  examination  I 
found  the  pelvis  blocked  with  a  large  myoma.  In  addition 
there  was  a  globular  mass  as  large  as  a  melon  in  the  umbilical 
region,  freely  mobile,  but  tethered  to  the  uterus.  I  put  her 
on  ergot  and  hydrastis  and  enjoined  rest.  I  watched  the 
case  till  April,  1898,  when,  as  the  myoma  was  rapidly 
growing,  I  advised  operation.  I  opened  her  abdomen  on 
April  20,  and  found  the  mobile  mass  was  a  myoma  of  the 
round  ligament,  very  adherent  to  bowel.  I  removed  it  and 
then  removed  the  myomatous  uterus  by  panhysterectomy. 
She  made  a  capital  recovery  and  left  the  hospital  on  May 
7.  The  myoma  of  the  round  ligament  weighed  i^  lbs., 
and  the  myomatous  uterus,  2|  lbs. 

Dr.  Heywood  Smith  asked  at  what  point  the  uterine 
canal  was  occluded.  An  interesting  feature  of  the  case  was 
the  conservative  occlusion  of  the  abdominal  ostium  of  the 
oviduct ;  did  this  occur  at  the  first,  or  only  later  on  ? 

Dr.  C.  H.  F.  Routh  inquired  whether  the  communica- 
tion between  the  uterus  and  Fallopian  tube  was  perfect  ? 
(Mr.  Martin  :  When  the  Fallopian  tube  was  opened  blood 
was  poured  out  from  the  uterus,  which  was  seen  to  con- 
tract). In  that  case  he  thought  it  would  have  been  easy  to 
tie  and  remove  the  tube,  and  then  proceed  by  the  ordinary 
plan  per  vaginam.     It  was  often  said  that  the  opening  up 
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of  the  occluded  channel  through  the  vagina  led  to  septic 
poisoning ;  but  that  need  not  occur,  though  there  was  a 
risk  of  it  if  only  a  small  opening  were  made  and  the  fluid 
allowed  to  flow  out.  It  was  better  to  open  freely  and  wash 
out  thoroughly.  This  would  have  been  a  more  conser- 
vative operation  in  Mr.  Martin's  case. 

Mr.  BOWREMAN  JESSETT  noted  that  in  this  case  the 
left  ovary  was  left  in  situ.  It  was  a  growing  practice  to 
leave  one  ovary  when  removing  the  uterus ;  mental 
symptoms  were  apt  to  follow  the  removal  of  both  ovaries. 
It  would  be  interesting  to  see  in  future  whether  the  benefit 
that  followed  the  leaving  of  one  ovary  was  due  to  the 
continuance  of  menstruation  or  to  the  presence  of  the 
ovary  itself. 

Mr.  Martin,  in  reply,  said  that  the  occlusion  of  the 
canal  was  at  about  the  level  of  the  internal  os,  the  cervix 
being  patent  below  this  point.  The  closure  of  the  ostium 
probably  occurred  early.  He  thought  that  if  Dr.  Routh 
had  been  present  at  the  operation  he  would  not  have 
advised  the  conservative  measure.  The  cervix  was  narrow, 
and  it  would  have  been  difficult  to  open  up  from  below. 
This  was  about  the  eighth  case  of  menstrual  retention 
which  he  had  seen  ;  in  one  case  he  made  a  free  opening 
and  washed  out,  but  in  spite  of  every  care  infection 
occurred. 

Case  of  Large  Cervical  Myoma  Occupying  the 
Broad  Ligament — Hysterectomy — Recovery.  By 
Arthur  E.  Giles,  M.D.,  B.Sc.Lond.,  F.R.C.S.,  Assistant 
Surgeon  Chelsea  Hospital  for  Women. 

The  patient,  E.  H.,  aged  29,  married,  was  admitted  into 
the  Chelsea  Hospital  for  Women  on  August  31,  1898,  with 
the  following  history  : — 

Menstruation  began  at  13,  but  occurred  only  two  or 
three  times  until  her  marriage  at  the  age  of  16.  After  this 
the  periods  came  on  regularly  every  four  weeks,  lasting 
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eight  to  nine  days.  The  quantity  was  always  considerable, 
with  clots,  fifteen  or  sixteen  diapers  being  required.  She 
had  pain  from  three  days  beforehand  till  the  end  of  the 
period.  The  last  period  finished  on  August  27.  She  had 
never  been  pregnant. 

Previous  History. — Patient  had  lived  in  China  for  six 
years,  and  had  had  three  or  four  attacks  of  malarial  fever. 
She  had  had  the  cervix  dilated  for  dysmenorrhoea. 

Present  Illness, — Since  Christmas,  1897,  some  burning 
pain  had  been  noticed  in  the  left  ovarian  region  ;  for  the 
last  two  months  the  pain  had  grown  worse,  and  at  the 
same  time  she  had  noticed  the  abdomen  getting  larger,  the 
swelling  being  most  marked  on  the  left  side.  The  veins 
of  the  left  leg  had  been  growing  largely  lately,  and  for  some 
time  she  had  suffered  from  frequent  and  painful  micturition. 
For  twelve  months  there  had  been  loss  of  flesh. 

On  Admission  the  abdomen  was  the  seat  of  a  hard 
movable  tumour  rising  out  of  the  pelvis  and  reaching  above 
the  umbilicus,  lying  well  over  to  the  left  side.  Just  above 
the  pubes,  and  to  the  right,  was  a  small  firm  swelling,  which 
was  thought  to  be  the  fundus  of  the  uterus.  By  the  vagina, 
the  cervix  was  pointing  to  the  left,  close  behind  the  pubes. 
The  sound  passed  into  the  smaller  tumour,  for  a  distance 
of  three  and  a  half  inches.  The  larger  mass  was  felt  in  the 
posterior  fornix  and  to  the  left  of  the  uterus. 

Diagnosis. — Subperitoneal  myoma  or  solid  ovarian 
tumour. 

operation^  Sept.  2. — Under  ether,  an  incision  seven 
inches  long  was  made  in  the  median  line,  and  a  large 
myoma  presented.  It  was  found  to  occupy  the  left  broad 
ligament.  The  peritoneum  over  it  was  incised,  and  it  was 
enucleated  from  the  broad  ligament  until  its  pedicle  was 
reached,  springing  from  the  left  side  of  the  cervix.  The 
right  ovary  and  tube  were  ligatured  off  and  left.  The  broad 
ligament  was  dissected  down  below  the  ligature,  the  right 
uterine  artery  was  secured,  and  the  uterus  amputated  above 
the  cervix.    The  pedicle  of  the  tumour,  with  the  left  uterine 
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artery,  was  secured  with  ligatures,  and  the  tumour  and 
uterus  removed  together.  The  left  broad  ligament  pre- 
sented a  large  raw  cavity  with  oozing  points.  By  bringing 
the  edges  of  the  sac  together  the  oozing  was  arrested  and 
the  cavity  nearly  closed.  No  drainage  was  employed.  The 
abdominal  wound  was  closed  in  three  layers.  The  opera- 
tion lasted  forty  minutes.  The  tumour  weighed  7  lbs., 
and  was  of  special  interest  from  its  large  size  and  its  mode 
of  attachment  low  down  on  the  cervix.  The  body  of  the 
uterus  was  somewhat  elongated  but  otherwise  not  involved, 
and  lay  in  a  well-marked  groove  on  the  anterior  surface  of 
the  right  half  of  the  tumour. 

Convalescence  was  uneventful,  the  temperature  ranging 
from  98'6'*  to  100*4**  ^^r  the  first  week,  and  then  remaining 
normal.  There  was  metrostaxis  for  nine  days  after  opera- 
tion. The  stitches  were  removed  on  the  eighth  day,  and 
the  patient  left  the  hospital  well  on  the  twentieth  day  after 
the  operation. 

A  Case  of  Fibro-Cystic  Myoma. 
By  ROBT.  H.  Hodgson,  M.D. 

Miss  B.,  aged  51,  was  confined  to  bed  for  a  month 
in  1885  with  "  Abdominal  Inflammation,"  from  which  she 
recovered  with  apparently  nothing  abnormal  left  which 
could  be  felt  in  the  abdomen.  Her  health,  however,  con- 
tinuing to  be  very  indifferent,  she,  in  1891,  sought  the 
advice  of  Dr.  Playfair,  who  found  that  she  had  a  fairly  large 
fibroid,  and  expressed  the  hope  that  with  the  menopause 
and  treatment  it  would  disappear.  Such,  however,  was  not 
the  case,  for  the  tumour  continued  to  increase,  as  did  the 
number  and  severity  of  the  pressure  symptoms. 

On  July  24, 1898,  her  doctor  asked  me  to  see  her  in  con- 
sequence of  her  symptoms  becoming  so  urgent  that  he 
feared  a  fatal  result  might  occur  at  any  moment,  although 
at  times  she  seemed  much  better.  I  found  her  to  be  a 
woman  who  had  evidently  been  well   nourished,  but  was 
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now  wasted.  Her  catamenia  lasted  two  days  and  were 
small,  and  she  had  constant  leucorrhoea.  Her  bowels  could 
be  relieved  with  difficulty  only  by  drugs  and  enemata. 
Until  recently  she  suffered  from  incontinence  of  urine,  but 
now  that  had  given  way  to  a  frequent  desire  to  micturate. 

She  had  a  large  tense  abdomen  with  large  and  engorged 
veins.  Her  chest  was  also  well  marked  with  dilated  veins, 
and  her  mammary  areolae  were  dark  but  not  raised.  Both 
her  legs  were  oedematous  and  swollen,  and  appeared  as  blue 
mottled  masses.  The  abdomen  was  tender  to  the  touch, 
and  on  percussion  its  note  was  dull  but  not  absolutely,  and 
there  was  a  sensation  of  false  fluctuation.  The  lumbar 
regions  were  resonant.  On  examination  per  vaginam  I 
found  the  os  high  up  and  pressed  right  over  to  the  left  side, 
it  was  (irmly  fixed,  and  the  sound  passed  but  three  and  a  half 
inches.  Behind  the  os  was  a  solid  fixed  mass.  On  July  29 
she  came  to  town,  and  was  put  to  bed  preparatory  to  the 
operation  on  August  2.  After  she  was  under  the  influence 
of  chloroform  I  opened  the  abdomen  in  the  middle  line.  It 
was  necessary  to  increase  the  incision  to  almost  the  whole 
length  of  the  linea  alba  on  account  of  the  great  tension  on 
the  abdominal  walls,  the  outgrowths  on  the  tumour  and  its 
position.  There  were  no  adhesions.  I  lifted  the  upper 
portion  of  the  tumour  out  of  the  abdomen  and  again 
examining  its  relations  below  found  the  broad  ligaments 
split  up  into  layers,  and  the  hard  boss,  now  seen  at  the 
lower  end  of  the  tumour,  so  firmly  wedged  in  the  true 
pelvis  that  much  against  my  wish  I  felt  compelled  to 
abandon  the  idea  of  a  panhysterectomy,  and  to  content 
myself  with  the  serre-nceud. 

Some  difficulty  was  experienced  in  passing  the  wire 
round  the  pedicle,  on  account  of  the  hard  and  immovable 
boss  filling  the  pelvic  brim  and  the  cervix  being  forced  over 
to  one  side.  When  the  wire  was  tightened,  and  a  careful 
examination  made  that  no  improper  structure  had  been 
included  in  its  grip,  I  thought  it  advisable  to  make  a  hole  in 
the  centre  of  a  piece  of  mackintosh  about  two  feet  square. 
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and  a  cut  from  that  hole  to  the  side.  With  this  I  sur- 
rounded the  pedicle,  so  that  when  I  removed  the  tumour 
not  a  drop  of  blood  entered  the  abdomen,  although  the 
flow  from  the  tumour  was  very  large.  This  saved  the 
necessity  of  washing  out  the  abdomen.  The  stump  and 
wound  were  then  treated  in  the  usual  way. 

On  examination  of  the  tumour,  it  was  found  that 
although  the  sound  passed  only  three  and  a  half  inches,  the 
length  of  the  canal  was  about  nine  inches,  but  the  sound 
was  arrested  by  the  acute  angle  at  which  the  cervix  was 
bent.  The  weight  of  the  tumour  when  first  removed  was 
about  fifteen  pounds,  it  is  now  thirteen. 

The  patient  did  well  for  the  first  twenty-four  hours,  but 
then  showed  symptoms  of  irritation  of  the  bladder  and 
could  not  bear  the  passage  of  the  catheter,  the  use  of  which 
was  therefore  stopped.  During  the  next  twenty-four  hours 
it  was  evident  that  cystitis  was  complicating  matters,  and  I 
directed  my  energy  towards  combating  that  complaint,  but 
in  spite  of  all  I  could  do,  the  bladder  mischief  increased 
and  the  patient  died  on  the  fifth  day  of  exhaustion. 

I  think  the  cystitis  was  due  to  the  following  causes : 
Old-standing  mischief  to  the  neck  of  the  bladder  by  the 
position  of  the  tumour ;  over  anxiety  to  avoid  including 
the  bladder  in  the  wire,  leading  to  a  too  frequent  use  of  the 
sound,  the  necessary  after-catheterisation,  and  perhaps  the 
lowered  vitality  of  the  patient. 

Two  Cases  of  Uterine  Fibroids  —  Operation  — 
Recovery.  By  J.  Macpherson  Lawrie,  M.D., 
Weymouth. 

E.  B.,  unmarried,  aged  43,  consulted  me  on  July  19, 
1898,  on  account  of  some  abdominal  pain  rapidly  becoming 
worse.  On  examination,  a  large  irregular  tumour  was  found 
in  the  abdominal  cavity,  very  hard,  and  diagnosed  to  be  a 
fibroid  of  the  uterus.    The  sound  passed  six  inches. 

Operation  took  place  on  September  6.    On  making  a 
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good  long  incision  through  the  abdominal  walls^  it  was 
found  impossible  to  separate  the  parietal  peritoneum  from 
the  tumour,  the  two  being  firmly  adherent  together.  The 
incision  was  prolonged  upwards  and  to  the  left  as  far  as 
the  costal  margin,  when  an  opening  was  made  into  the 
abdominal  cavity.  Two  fingers  were  inserted  through  this 
part  of  the  wound,  and  the  peritoneum  stripped  from  the 
anterior  surface  of  the  tumour. 

The  tumour  was  separated  with  difficulty  from  the  under- 
lying viscera  and  from  the  left  ovary  and  tube,  on  account 
of  numerous  adhesions,  and  was  then  brought  outside. 
The  pedicle  was  transfixed  and  divided,  and  both  appendages 
were  removed.  The  abdomen  was  thoroughly  sponged  out, 
and  the  abdominal  wound  brought  together  in  three  layers. 
No  flushing  or  drainage  was  employed.  The  patient  made 
a  good  recovery. 

Mrs.  P.,  aged  52,  consulted  me  on  August  9,  1898,  on 
account  of  difficulty  in  retaining  her  water,  and  severe  pain 
in  the  bladder  which  prevented  her  from  sleeping  at  night. 

Examination  revealed  the  presence  of  a  large  abdominal 
tumour  pressing  on  the  bladder.  A  diagnosis  of  myoma 
was  made  and  operation  advised. 

This  took  place  on  September  4.  The  abdomen  was 
opened  by  an  incision  extending  from  the  pelvis  to  the 
ensiform  cartilage.  The  tumour  was  extracted  with  some 
difficulty,  and  an  ovarian  cyst  was  then  found  presenting  on 
the  left  side  of  the  abdomen,  and  deeply  placed  between 
the  layers  of  the  broad  ligament.  This  was  removed  after 
securing  an  unusually  broad  pedicle  with  interlocking  liga- 
tures. The  right  broad  ligament  was  then  divided,  the 
uterine  arteries  secured,  and  the  mass  amputated  by  a  wedge- 
shaped  incision  through  the  cervix.  This  was  brought 
together  with  catgut  sutures,  and  the  two  flaps  of  peri- 
toneum stitched  together  across  the  floor  of  the  pelvis, 
while  the  patient  was  in  the  Trendelenburg  position.  The 
peritoneal  cavity  was  sponged  out,  and  the  long  abdominal 
wound  united  in  three  layers.  There  was  no  flushing  or 
drainage. 
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Patient  made  a  good  recovery. 

In  performing  these  operations  I  am  much  indebted  to 
Mr.  Bowreman  Jessett,  who  was  staying  with  me  at  the 
time,  and  the  successful  results  are  greatly  owing  to  his 
invaluable  assistance. 

In  the  discussion  on  these  specimens,  Dr.  R.  T.  Smith 
asked  Dr.  Giles  whether  the  tumour  came  low  down  in  the 
pelvis  ;  it  seemed  to  spring  from  the  mesometrium.  Had  it 
grown  rapidly  ? 

Mr.  C.  Ryall  asked  Dr.  Giles  whether  it  would  not  have 
been  possible  to  enucleate  the  myoma  and  leave  the  uterus  ? 
He  said  he  would  like  to  know  why  Mr.  Hodgson  used  the 
serre-nceiid  in  his  case  ;  nowadays  the  surgeon  was  a  bold 
man  who  resorted  to  this  disused  plan.  Had  the  bladder 
been  washed  out  ?  and  how  often  was  the  catheter  passed  ? 
The  catheter  could  be  used  with  comparative  immunity  on 
healthy  people,  but  not  for  patients  confined  to  bed,  espe- 
cially after  abdominal  operations,  for  then  there  was  always 
risk  of  cystitis. 

Dr.  George  Keith  asked  whether  the  catheter  was  used 
by  Dr.  Hodgson  as  a  matter  of  routine  in  these  cases,  or 
whether  the  patient  was  first  allowed  to  try  to  pass  urine 
naturally  ?     He  thought  the  latter  was  the  preferable  plan. 

Mr.  Bowreman  Jessett  observed  that  these  cases 
pointed  to  the  advantage  of  the  intraperitoneal  method ; 
and  to  the  value  of  the  Trendelenburg  position.  For  the 
stitching  of  the  peritoneum  over  the  stump  this  position 
was  a  necessity,  because  otherwise  the  intestines  got  in  the 
way.  Probably  Schroeder  lost  his  earlier  cases  through  not 
stitching  the  peritoneum  over  the  stump ;  had  he  done  so 
the  serre-nceud  would  probably  have  never  come  into  use. 

Dr.  Heywood  Smith  agreed  with  previous  speakers 
that  the  catheter  should  never  be  used  after  operations, 
except  as  an  absolute  necessity. 

Dr.  Hodgson,  in  reply,  said  that  if  he  could  have  done 
the  intraperitoneal  operation  he  would  have  done  a  pan- 
hysterectomy, but  the  broad   ligament  was  so  spread  out 
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that  it  would  not  have  been  possible  to  secure  the  vessels 
satisfactorily.  The  catheter  was  used  every  six  hours  from 
the  first — four  times  in  all.  The  bladder  was  not  washed 
out  because  even  the  passage  of  the  catheter  caused 
shivering. 

Dr.  Giles,  in  reply  to  Dr.  R.  T.  Smith,  said  that  the 
tumour  came  low  down  in  the  pouch  of  Douglas,  and  also 
occupied  the  left  side  of  the  pelvis ;  it  lay,  as  Dr.  Smith 
suggested,  in  the  broad  ligament.  It  had  grown  rather 
rapidly.  Replying  to  Mr.  Ryall's  question  he  said  that  the 
possibility  of  enucleating  the  tumour  and  leaving  the  uterus 
had  been  considered ;  but  the  blood  supply  of  the  tumour 
was  so  intimately  related  to  the  first  part  of  the  uterine  artery 
that  it  was  thought  there  would  be  too  much  risk  of 
haemorrhage  if  the  uterus  were  left  behind. 

Carcinoma  of  the  Uterus,  with  Broad  Ligament 
Cyst.  Under  the  care  of  Mr.  F.  B.  Jessett,  F.R.C.S., 
Surgeon  to  the  Cancer  Hospital  and  Gordon  Hospital 
for  Fistula. 

[For  notes  of  the  first  two  cases  I  am  indebted  to  Mr.  Barton,  my 
House  Surgeon.] 

E.  G.,  aged  54. 

Family  History. — Bad.  Father  died  of  cancer  seven 
years  ago. 

Previous  History. — Has  had  one  child,  thirty-four  years 
ago,  which  died  soon  after  birth.  Always  had  good  health 
until  three  years  since. 

History  of  Present  Illness. — Does  not  know  when  meno- 
pause occurred.  For  the  last  three  years  has  had  haemor- 
rhage from  uterus  more  or  less  constantly.  Last  bleeding 
fourteen  days  ago,  and  this  has  left  her  very  weak.  Now 
complains  of  general  weakness.  First  noticed  a  discharge 
from  vagina  one  year  ago.     It  is  now  offensive.     No  pain. 

Present  Condition. — No  pain  or  tenderness  on  palpation 
of  abdomen. 
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Per  Vaginam. — Cervix  very  extensively  ulcerated,  and 
uterus  appears  enlarged.  Vaginal  walls  not  implicated. 
Movement  of  uterus  only  moderate. 

March  8.     Operation. — Vaginal  hysterectomy  performed. 

As  uterus  was  being  brought  down  a  large  ovarian  cyst 
growing  from  right  side  was  found.  This  was  tapped  and 
then  enucleated. 

Patient  left  hospital  April  13,  1898,  convalescent, 

July  7. — This  patient  came  up  to  the  out-i>atient 
department,  and  is  to  be  re-admitted  on  July  11,  as  there 
is  a  recurrence  of  growth.  This  was  freely  cauterised 
with  Paquelin's  cautery  at  a  white  heat,  and  the  patient 
discharged  in  three  weeks  with  a  good  firm  cicatrix. 

Vaginal  Hysterectomy— Recovery— Carcinoma  of 
Cervix  and  Fibro-Myoma  Uteri. 

E.  C,  aged  41,  admitted  into  hospital  June  2,  1898. 

Family  History, — Bad.  Strong  history  of  cancer. 
Mother  died  of  cancer  of  the  uterus  in  this  hospital  seven 
years  ago. 

Previous  History. — Has  had  fair  health  as  a  rule.  Has 
had  four  children,  only  one  is  living.  Menstruation  always 
regular.  Was  quite  well  up  to  four  months  ago.  At  this 
time  first  noticed  a  thick,  white,  vaginal  discharge.  On 
April  28  patient  had  a  severe  haemorrhage,  and  ever  since 
this  date  has  lost  blood  "  at  times."  Last  natural  menstrual 
period  ceased  April  28. 

Present  Condition. — Feeble  woman,  with  anxious  ex- 
pression. Complains  of  bearing-down  pains,  and  pain  on 
micturition,  also  a  great  desire  to  micturate,  but  only  small 
quantity  is  passed.  Urine  examined  thoroughly,  and  found 
normal.  There  is  a  copious,  thick,  yellowish-white  discharge 
exuding  from  cervix.  This  discharge  is  not  offensive. 
Cervix  is  ulcerated  and  the  growth  is  undoubtedly  an 
epithelioma.  The  uterus,  however,  is  mobile,  but  its 
mobility  is  checked  by  a  m^ss  posterior  to  the  uterus.    The 
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mass,  which  lies  behind  the  uterus,  feels  like  a  fibroid 
tumour,  and  is  pressing  the  whole  uterus  and  appendages 
forward.  Abdominal  muscles  very  contracted  during 
examination,  which  is  painful,  hence  patient  is  difficult 
to  examine  without  aid  of  an  anaesthetic. 

June  7,  1898. — Mr.  Jessett  performed  vaginal  hysterec- 
tomy, and  during  the  rotation  of  uterus  a  large  fibroid 
became  enucleated.  Doyen's  forceps  left  on  each  uterine 
artery.  The  rest  of  broad  ligament  was  ligatured  with 
catgut,  and  iodoform  gauze  packed  into  cavity. 

After-treatment. — Six  hours  after  operation  a  slight 
haemorrhage  occurred  (i.^.,  10  p.m.).  Fresh  dressings 
applied.  Haemorrhage  checked.  Hernia  blocks  used. 
Deep  intramuscular  injection  of  ergotin  1-50  gr.  given. 
Forceps  all  removed  thirty-six  hours  after  operation. 
Patient  dressed  twice  daily,  and  after  first  week  douched 
out  with  dilute  iodine  and  sterilised  water.  Patient  made 
an  excellent  recovery,  and  left  the  hospital  on  July  4,  1898. 


Cyst  in  Transverse  Meso-Colon — Cceliotomy — Cyst 

Removed — Recovery. 

E.  F.,  aged  41,  married.  Admitted  into  hospital  Sept. 
28,  1898. 

This  patient  was  sent  to  me  by  Dr.  Nichols.  She  had 
been  operated  on  in  May  of  this  year  at  Johannesburg  for 
supposed  ovarian  cyst.  The  abdomen  had  been  gradually 
getting  larger  for  some  time.  A  week  before  she  was 
operated  on  she  had  some  pain  in  abdomen,  but  no  collapse 
or  haemorrhage.  In  consequence  of  the  tumour,  which  was 
said  to  be  looked  upon  as  ovarian,  and  the  pain,  an  operation 
was  recommended.  On  opening  the  abdomen  it  was  found 
that  the  tumour  was  not  ovarian.  Patient  was  told  it  was 
seated  behind  intestines  and  not  safe  to  be  removed.  On 
recovery  from  the  operation  her  friends  advised  her  to  come 
to  England  to  seek  advice.    On  board  ship  she  consulted 
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Dr.  Nichols,  who  was  a  passenger,  and  he  advised  her  to 
see  me. 

Previous  History. — ^Three  years  ago  had  typhoid  fever, 
after  which  no  regular  monthly  period — ^always  irregular; 
jaundice  when  a  child.  No  children ;  no  miscarriage ; 
menstruation  commenced  at  18  years  of  age. 

Present  Condition. — Looks  healthy;  scar  in  middle  line 
of  abdomen,  quite  healthy,  situated  below  umbilicus  and 
pubes.  Above  the  umbilicus  and  to  its  right  is  a  rounded 
swelling,  which  moves  with  inspiration,  not  tender.  The 
tumour  extends  two  fingers'  breadth  below  the  umbilicus, 
resonant  on  percussion  and  somewhat  tender.  It  is  quite 
smooth  and  mobile.  Vaginal  examination  reveals  nothing. 
The  diagnosis  was  probably  hydatid  of  mesentery. 

Operation f  October  11. — ^Abdomen  opened  over  tumour 
in  right  linea  semilunaris.  Tumour  exposed  lying  behind 
the  transverse  colon  in  its  mesentery.  It  was  pulled  out 
through  the  wound,  and  the  peritoneum  divided  over  it  and 
the  tumour,  which  evidently  was  cystic,  was  shelled  out 
posteriorly  fairly  easily  with  the  fingers.  Anteriorly  it  was 
very  adherent,  and  the  peritoneum  had  to  be  very  carefully 
snipped  away  with  scissors.'  This  was  a  tedious  and  some- 
what difficult  process.  At  its  extreme  base  a  very  distinct 
pedicle  was  found,  which  was  transfixed  and  ligatured.  The 
peritoneal  opening  in  mesentery  was  very  carefully  stitched 
up  with  continuous  catgut  sutures.  The  cyst  when  removed 
was  about  the  size  of  a  large  kidney  potato,  and  contained 
a  quantity  of  yellowish  fluid.  Unfortunately,  this  was 
thrown  away,  and  escaped  examination,  but  apparently 
contained  cholesterin,  and  was  blood-stained.  The  capacity 
of  the  cyst  might  be  from  three  to  four  ounces.  The  patient 
had  a  good  night,  and  the  bowels  were  opened  the  next  day 
by  the  administration  of  five  grains  of  calomel  at  night,  and 
an  enema  in  the  morning.  The  patient  is  now  quite  com- 
fortable the  fourth  day  after  operation,  with  a  pulse  84, 
normal  temperature,  and  no  distension  or  nausea. 

October  22. — ^The  patient  made  an  excellent  recovery. 
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Case  of  a  Carcinomatous  Uterus  removed  by  Vaginal 

Hysterectomy.  Wolverhampton  Hospital  for  Women. 

Under  the  care  of  Mr.  F.  Edge,  F.R.C.S. 

The  patient,  aged  34,  was  curetted  twelve  months  ago 
for  metrorrhagia  from  an  enlarged  uterus.  She  was  much 
better  afterwards,  and  for  six  months  went  on  well,  when 
metrorrhagia  returned.  On  examination  the  cervix  >vas  full 
of  follicles,  but  no  malignancy  was  suspected.  Under  treat- 
ment she  improved  for  three  months,  but  metrorrhagia 
returned,  and  she  was  admitted  into  hospital.  She  was 
anaesthetised,  and  the  cervix  was  found  friable  to  the  curette. 
On  examination  the  uterus  was  mobile,  but  a  strand  was  felt 
in  the  left  broad  ligament  like  a  parametritic  band.  Three 
days  afterwards  the  uterus  was  removed  by  vaginal  hysterec- 
tomy by  ligatures.  Five  weeks  afterwards  patient  well,  but 
there  is  a  growth  in  left  broad  ligament.  The  extension  of 
the  growth  in  the  broad  ligament  is  unusual  so  early,  and 
the  presence  of  a  band,  as  found  in  this  case,  is  often 
due  to  a  secondary  parametritis,  and  not  to  malignant 
infiltration. 

Many  cases  in  which  the  uterus  is  fixed  and  cannot  be 
drawn  down  to  the  vaginal  orifice  are  found  to  change  after 
a  week  or  two  in  bed,  the  secondary  parametritic  bands 
becoming  soft  and  lax. 

The  operation,  although  perfectly  successful  in  itself,  has 
failed,  since  it  has  not  attained  its  object — the  removal  of 
the  whole  malignant  growth.  But  the  patient  will  have  less 
pain,  and  probably  a  less  painful  exitus. 

Some  Moot  Points  in  the  After-treatment  of  Cases 
OF  Abdominal  Section.  By  Christopher  Martin, 
M.B.Edin.,  F.R.C.S.Eng.  Surgeon  to  the  Birmingham 
and  Midland  Hospital  for  Women. 

I  propose  to  discuss,  very  briefly,  certain  moot  points  in 
the  after-treatment  of  cases  of  abdominal  section.  On  some 
questions  it  will  be  found  that  I  am  at  variance  with  the 
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teaching  of  distinguished  abdominal  surgeons ;  on  others, 
that  I  have  seen  reason  to  abandon  or  modify  methods  of 
treatment  which  I  myself  advocated  six  years  ago. 

Prevention  of  Complications. — ^The  great  aim  of  the  surgeon 
should  be  to  prevent  the  occurrence  of  complications — 
rather  than  to  treat  them  after  they  have  arisen — ^by  the 
careful  preparation  of  the  patient  beforehand,  by  the  skilful 
performance  of  the  operation  itself,  and,  above  all,  by  the 
attainment  of  perfect  asepsis.  Prevention  is  ever  better 
than  cure,  and  an  extra  half-hour's  work  before  an  op>era- 
tion  is  worth  a  week  of  anxious  after-treatment. 

It  is  a  wise  rule  in  abdominal  surgery,  as  in  other  mun- 
dane affairs,  to  let  well  alone.  If  the  case  be  progressing 
favourably,  if  the  patient  have  no  bad  symptoms,  be  content, 
be  thankful,  and  avoid  fussy  interference.  You  can  hardly 
make  her  any  better,  and  you  may  make  her  ^  good  deal 
worse. 

Pos^Mr^.-T-Some  surgeons  unnecessarily  restrain  their 
patients  after  operation  as  regards  position.  They  keep 
them  rigidly  on  their  backs  for  forty-eight  hours,  not  even 
allowing  the  nurse  to  turn  them  gently  on  to  the  side. 
This  restriction  is  cruel  and  needless.  I  let  my  patients 
then  lie  in  the  attitude  that  is  most  comfortable  to  them, 
and  allow  the  nurse  to  turn  them  from  time  to  time. 

It  is  not  necessary  to  cover  the  abdomen  with  a  cradle, 
though  it  does  no  harm. 

Dressings. — The  dressings  should  be  of  a  simple  character. 
I  cover  the  incision  with  a  pad  of  iodoform  gauze.  Over 
this  a  square  of  Gamgee  tissue  is  laid  and  fixed  with  three 
or  four  bands  of  rubber  plaster.  Over  all  an  ordinary 
abdominal  binder  is  pinned.  The  gauze  should  be  changed 
at  the  end  of  twenty-four  hours,  and  after  this  it  need  not 
be  disturbed  for  a  week.  The  aim  should  be  to  keep  the 
wound  as  dry  and  clean  as  possible.  Wet  dressings  are  an 
abomination ;  they  simply  promote  suppuration.  At  one 
time  I  used  to  dust  my  wounds  with  boracic  acid  powder  or 
iodoform  powder ;  but  I  do  so  no  longer,  except  in  septic 
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wounds,  when  I  use  iodoform  freely.  Powders  are  apt  to 
form  unpleasant  crusts  or  cakes  which  delay  the  healing 
process.  For  similar  reasons  I  dislike  the  plan  of  sealing 
the  incision  with  collodion. 

Sutures. — For  suturing  the  abdominal  wall  I  think  silk- 
worm gut  an  ideal  material.  I  do  not  like  buried  sutures, 
and  therefore  never  now  suture  the  abdominal  wall  in  layers. 
Catgut,  even  if  aseptic,  dissolves  too  soon,  and  silk,  no 
matter  how  carefully  sterilised,  is  apt  to  become  infected, 
and  cause  abscesses  and  sinuses.  I  have  tried  buried  sutures 
of  silkworm  gut ;  but  found  that  the  wire-like  ends  pricked 
and  worried  the  patient,  and  the  sutures  frequently  worked 
out,  months  after  the  operation,  by  a  process  of  quiet 
suppuration.  I  now  invariably  use  silkworm  gut,  applied 
as  an  interrupted  suture  passing  through  the  whole  abdo- 
minal wall.  I  leave  the  stitches  in  for  twelve  or  fourteen 
days,  and  sometimes  longer.  It  is  a  great  mistake  to  remove 
the  sutures,  as  some  surgeons  do,  as  early  as  the  sixth  day. 
I  have  seen  a  long  abdominal  wound,  which  was  healing 
by  first  intention,  burst  open,  during  a  fit  of  coughing,  from 
top  to  bottom  a  few  hours  after  the  stitches  had  been 
removed  on  the  sixth  day.  The  longer  the  wound,  and 
the  more  likely  the  patient  to  vomit  or  cough,  the  longer 
should  the  sutures  be  allowed  to  remain.  Stitch  abscesses 
ought  never  to  occur  in  a  clean  case.  The  more  strict  my 
antiseptic  precautions  the  more  rarely  do  I  see  a  stitch 
abscess.  Still,  they  do  occasionally  occur.  If  only  one 
stitch  suppurate  I  remove  it  at  once.  If  all  the  stitches 
suppurate  I  remove  those  which  are  the  worst.  If  all  be 
equally  bad  I  remove  alternate  stitches,  leaving  the  others 
in  for  two  or  three  weeks  to  support  the  wound  during 
the  process  of  granulation. 

Drainage. — Five  or  six  years  ago  I  used  the  drainage 
tube  much  more  frequently  than  I  do  now.  Then  my  rule 
was,  "  When  in  doubt,  drain."  Now  it  is,  "  When  in  doubt, 
don't  drain."  I  drain  in  septic  and  suppurating  cases  or 
where  there  is  much  bleeding.  But  I  do  not  consider  that 
VOL.  XIV. — NO.  55.  24 


362  714^  British  GytuBcological  Society 

a  little  clean  blood  or  ovarian  fluid  in  the  abdomen  does 
any  harm — in  fact  it  may,  on  being  reabsorbed,  have  some 
nutritive  value.  A  drainage  tube  is  apt  to  be  a  channel  of 
infection,  and  may  convert  an  innocuous  effusion  of  blood 
into  a  stinking  collection  of  gnimous  pus.  When  I  have 
to  drain,  I  prefer  iodoform  gauze  to  the  glass  or  rubber 
tube,  and  if  possible  I  drain  through  the  vagina  (posterior 
fornix).  The  glass  tube  quickly  becomes  shut  off  by  lymph 
from  the  general  peritoneal  cavity  and  then  ceases  to  be  of 
any  service.  Moreover,  if  either  a  tube  or  a  gauze  drain  be 
left  in  the  abdominal  wall  more  than  forty-eight  hours  the 
track  is  apt  to  heal  by  suppuration,  a  weak  spot  is  left  in  the 
abdominal  wall,  and  a  ventral  hernia  will  probably  result. 
I  have  seldom,  on  the  other  hand,  seen  any  harm  result 
from  a  vaginal  gauze  drain. 

Morphia. — I  always  give  a  dose  of  morphia  at  the  close 
of  an  abdominal  section,  either  hjrpodermically  {\  gr.)  or 
by  suppository  (^  gr.),  and  I  am  sure  it  does  good.  It 
diminishes  restlessness,  combats  shock,  tides  the  patient 
over  the  first  few  hours  of  agony,  lessens  the  tendency  to 
haemorrhage,  and  in  many  cases  lessens  the  tendency  to 
vomiting.  This  single  dose  of  morphia  is  not  sufficient 
to  paralyse  the  bowel  or  to  interfere  with  the  purgative 
treatment  of  peritonitis  should  this  complication  subse- 
quently occur. 

I  have  also  seen  morphia  do  good  in  those  anxious  cases 
where,  some  three  or  four  days  after  the  operation,  the 
patient  is  worn  out  with  frequent  vomiting,  pain,  and  want 
of  sleep,  and  is  getting  into  a  condition  of  dangerous  pros- 
tration and  restlessness.  I  am  aware  that  in  such  cases 
there  is  generally  some  degree  of  peritonitis,  and,  therefore, 
it  would  seem  that  morphia  were  contra-indicated.  If, 
however,  I  have  got  the  patient's  bowels  to  act  freely,  I  give 
morphia.  I  do  so,  I  admit,  with  some  fear  and  trembling, 
feeling  that  the  morphia  will  either  kill  or  save  the  patient. 
But  in  the  great  majority  of  cases  I  have  been  delighted 
with  the  beneficial  result.    The  patient  sleeps,  the  vomiting 
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ceases,  the  pulse  becomes  slower  and  stronger,  the  prostra- 
tion passes  off — in  fact,  the  administration  of  the  morphia 
marks  the  commencement  of  her  recovery. 

Purgatives, — Now,   it   must  not  be  supposed  from  the 
above  that   I  have  abandoned  the  purgative  treatment  of 
peritonitis  and  have  reverted  to  the  old  opium  treatment. 
If  a  patient  after,   say,  an    ovariotomy,    develop  on  the 
second,  third,  or  fourth  day  the  well-known  symptoms  of 
peritonitis  (vomiting,  tympanitis,  quick  pulse,  anxious  face, 
dry  tongue,  &c.),  I  at  once  give  her  five  grains  of  calomel, 
and  follow  it,  in  the  course  of  two  or  three  hours,  with  a 
sharp  saline  purge  (sulphate  of  soda,  or  a  Seidlitz  powder). 
In  mild  cases  I  give  repeated  small  doses  of  calomel  (5^ 
grain  every  hour)  until  the  bowels  act  freely.    Where  there 
is  constant  retching,  these  small  doses  of  calomel  are  gener- 
ally retained,  while  the  saline  draught  is  at  once  ejected. 
In  addition  I  order  a  turpentine  enema  to  be  administered 
every  four  hours,  and  the  flatus  tube  to  be  passed  frequently. 
The  patient's  strength   should  be  maintained  by  nutrient 
enemata  of  brandy  and  beef-tea  (each  nutrient  enema  being 
given  an  hour  after  each  turpentine  enema).     If  she  be 
much  exhausted  I   give  champagne  freely  by  the   mouth. 
Even  if  she  be  vomiting  it  is  less  exhausting  for  her  to 
have  something  in  her  stomach  to  bring  up  than  to  retch 
ineffectually.    There  can  be  no  doubt  that,  in  an  ordinary 
case    of    post-operative    peritonitis,  if  we  can    purge  the 
patient  she  will  probably  recover,  whilst  if  the  bowels  refuse 
to  act  she  will  probably  die.    As  long  as  her  pulse  is  main- 
tained we  should  persevere  with  the  calomel  and  enemata 
until  her  bowels  move.     It  is  marvellous  how  tolerant  these 
patients  are  of  big  doses  of  calomel  frequently  repeated. 

What  is  the   explanation   of  the  beneficial  action    of 
purgatives  in  peritonitis  ? 

(i)  They  withdraw  fluid  from  the  congested  portal  veins, 
and  so  promote  absorption  of  intraperitoneal  effusions. 

(2)  They  probably  modify  the  functions  of  the  liver  in 
such  a  way  that  it  is  enabled  to  better  cope  with  and  destroy 
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the  poison  absorbed  from  the  peritoneum.  One  function 
of  the  liver  seems  to  be  to  prevent  the  passage  into  the 
general  circulation  of  toxins  absorbed  either  from  the 
intestine  or  peritoneum  :  the  liver  cells  either  destroy  these 
toxins  or  excrete  them  in  the  bile. 

(3)  Purgatives  mechanically  remove  these  excreted 
toxins  from  the  intestinal  canal. 

(4)  Calomel  probably  acts  in  some  degree  as  an 
intestinal  disinfectant,  inhibits  the  formation  of  flatus,  and 
possibly  exerts  a  restraining  influence  on  the  development 
of  micro-organisms  in  the  peritoneum. 

(5)  Purgatives,  by  stimulating  peristaltic  movements, 
combat  the  tendency  to  paralysis  of  the  bowel,  diminish 
the  tendency  to  intestinal  adhesions,  and  mechanically 
remove  flatus. 

Some  surgeons,  impressed  with  the  beneficial  effect  of 
purgatives  in  peritonitis,  have  gone  to  extremes,  and  have 
made  it  a  routine  line  of  treatment  to  purge  every  patient 
on  the  second  day  after  an  abdominal  section.  This  is 
unnecessary.  If  the  patient  have  no  bad  symptoms,  no 
distension,  no  sickness,  &c.,  there  is  no  need  to  worry 
her  with  purgatives  and  enemata.  If  she  be  doing  well  ive 
need  not  bother  about  the  bowels  till  the  fourth  day,  when, 
if  they  have  not  acted  naturally,  she  may  have  a  saline 
aperient,  a  dose  of  liquorice  powder,  or  an  enema. 

Dietary. — In  1892,  in  my  little  book,  "On  the  After- 
treatment  of  Cases  of  Abdominal  Section,"  I  wrote  as 
follows  : — "  For  forty-eight  hours  after  the  operation  the 
patient  must  be  starved  and  not  allowed  to  swallow  even  a 
spoonful  of  water.  She  suffers  cruelly  from  thirst,  but  this 
enforced  abstinence  from  fluids  is  very  beneficial."  "  Thirst 
is  a  symptom  far  more  constant  and  distressing  than  pain. 
It  comes  on  shortly  after  the  operation,  and  lasts  for  two  or 
three  days.  In  some  mysterious  way  the  mere  opening  of 
the  peritoneal  cavity — ^as  in  an  exploratory  incision — induces 
a  terrible  thirst,  and  this  is  aggravated  by  the  forty-eight 
hours'  enforced  abstinence  from  fluids.  Where  there  has 
been  much  loss  of  blood  it  is  very  marked  indeed." 
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I  am  glad  to  say  I  have  satisfied  myself  that  this  forty- 
eight  hours'  deprivation  of  fluid  is  not  only  cruel  but 
unnecessary  and  harmful.  I  now  seldom  keep  a  patient 
more  than  six  hours  without  fluid.  I  start  by  giving  her 
some  bland  fluid  such  as  barley  water  flavoured  with  lemon, 
and  of  this  I  allow  a  pint  during  the  first  twenty-four  hours. 
In  cases  where  there  has  been  much  loss  of  blood  I  give  it 
very  freely — one  of  my  cases  took  half  a  gallon  during  the 
first  day  with  marked  benefit.  Even  if  the  patient  be  sick 
I  give  her  barley  water,  as  it  is  less  distressing  to  her  if  she 
has  something  to  vomit  than  to  retch  ineffectually. 

I  never  give  ice  to  patients  after  abdominal  section. 

I  am  satisfied  that  this  early  administration  of  fluid  is 
not  only  merciful,  but  does  good.  It  diminishes  shock  and 
restlessness,  fills  the  depleted  blood  vessels,  and  by  washing 
out  the  kidneys,  helps  to  remove  toxins  from  the  system. 
It  does  not  interfere  with  action  of  purgatives,  should 
peritonitis  ensue. 

On  the  second  day,  in  addition  to  barley-water,  I  allow 
milk,  milk  and  soda,  tea,  water  gruel,  or  small  quantities  of 
beef-tea  or  chicken  broth.  On  the  third  and  fourth  day 
she  is  allowed  milk  pudding,  on  the  fifth  day  fish,  and  on 
the  sixth  day  a  little  boiled  chicken. 

In  cases  of  persistent  vomiting,  shock,  haemorrhage,  or 
exhaustion,  I  give  champagne  freely  by  the  mouth,  and 
brandy  and  beef-tea  enemata.  In  grave  cases  I  have  found 
enemata  of  hot  salt  water  (one  drachm  of  common  salt  to 
the  pint)  and  injections  of  saline  solution  into  the  submam- 
mary cellular  tissue  of  very  great  value. 

Vaginal  Sections. — A  few  words  on  the  general  treatment 
of  vaginal  sections  may  not  here  be  out  of  place.  The 
vagina  is  packed  moderately  firmly  with  iodoform  gauze, 
and  in  vaginal  hysterectomies  the  upper  end  of  the  gauze  is 
passed  into  the  peritoneal  cavity.  I  usually  remove  the 
gauze  packing  on  the  seventh  or  eighth  day,  by  which  time 
the  general  peritoneal  cavity  is  securely  shut  off  by  lymph 
from  the  vaginal  canal.     If  the  gauze  be  removed  too  soon, 
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there  is  some  danger  of  prolapse  of  the  intestine  or  omentum 
into  the  vagina.  For  the  first  four  days  after  a  vaginal 
section,  it  is  advisable  to  draw  oflF  the  patient's  urine  by  the 
catheter;  after  that  she  is  allowed  to  pass  it  naturally. 
Before  and  after  each  act  of  micturition  or  each  passage  of 
the  catheter,  the  vulva  should  be  gently  bathed  with  a  i  in 
2,000  corrosive  sublimate  solution,  or  some  other  reliable 
antiseptic.  I  need  scarcely  say  that  the  catheter  (preferably  of 
glass)  must  be  kept  scrupulously  aseptic.  The  only  dressing 
that  need  be  applied  to  the  vulva  is  a  pad  of  Gamgee  tissue, 
freely  dusted  with  iodoform.  For  at  least  a  week  after  the 
gauze  packing  has  been  removed,  I  do  not  allow  the  vagina 
to  be  douched,  for  fear  of  breaking  down  the  protective 
barrier  of  Ijrmph,  and  forcing  the  discharges  into  the 
peritoneum.  In  cases  of  vaginal  hysterectomy  I  use  silk 
ligatures,  and  I  leave  them  long.  They  act  as  a  drain,  and 
usually  separate  about  the  third  week.  If  by  the  end  of  the 
fourth  week  they  have  not  separated,  I  cut  the  loops  with 
scissors  and  remove  them.  Otherwise  the  knots  are  apt 
to  become  firmly  embedded  in  the  vaginal  cicatrix,  and, 
as  long  as  they  remain,  cause  an  annoying  purulent 
discharge. 

Date  of  getting  up, — If  a  patient,  who  has  undergone 
either  an  abdominal  or  a  vaginal  section,  have  recovered 
without  any  complication,  she  may  sit  Tip  in  bed  on  the 
fourteenth  day,  get  out  of  bed  on  the  fifteenth  or  sixteenth 
day,  and  (if  in  hospital)  go  home  during  the  fourth  week. 

Belt. — Patients  who  have  undergone  abdominal  section 
should  wear  a  well-fitting  belt  for  at  least  two  years  after  the 
operation,  otherwise  a  hernia  is  very  apt  to  form.  I  am 
aware  that  more  than  one  distinguished  abdominal  surgeon 
has  denounced  the  belt  as  tending  to  cause  atrophy  of  the 
abdominal  muscles.  Personally  I  do  not  think  for  one 
moment  that  it  does  ;  but  even  if  it  were  so,  a  somewhat 
weak  abdominal  wall  is  better  than  a  ventral  hernia. 

In  conclusion,  I  would  point  out  that  no  hard  and  fast 
rule  can  be  laid  down  which  applies  to  all  cases.     Every 
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case  must  be  treated  on  its  merits.  The  age,  strength, 
habits,  and  temperament  of  the  patient,  the  co-existence  of 
other  diseases,  the  character  of  the  operation  and  the  special 
complications  met  with  during  its  .performance,  must  all  be 
borne  in  mind  and  duly  considered  in  deciding  on  any 
special  line  of  after-treatment. 

The  discussion  on  this  paper  was  adjourned,  owing  to 
the  late  hour,  till  the  following  meeting. 
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EDITORIAL. 

Dr.  Christopher  Martin  has  written  us  with  regard  to 
an  Editorial  Note  which  appeared  in  the  August  number 
of  the  Journal.  We  quite  understand  his  wish  to  prevent 
any  misconception  about  certain  statements  included  in  his 
Paper  on  the  Gynaecological  work  in  Birmingham,  and 
have  therefore  no  hesitation  in  quoting  from  his  letter.  We 
feel  sure  that  those  who  know  Dr.  Martin  and  are  familiar 
with  the  excellent  work  done  at  this  particular  Women's 
Hospital,  would  not  put  any  construction  on  his  statement 
to  which  the  Committee  of  the  Hospital  could  take 
exception. 

Dr.  Martin  says  :  "  In  my  resume  of  gynaecological  work 
in  Birmingham  in  1897,  ^  stated  that  the  In-patient  Depart- 
ment of  the  Women's  Hospital  was  'an  old-fashioned  farm- 
house .  .  .  altered  and  enlarged  .  .  .  and  ill  adapted 
to  the  work  it  is  called  upon  to  perform.' 

"  The  Committee  of  the  Hospital  have  taken  exception  to 
this  latter  statement,  being  of  opinion  that  some  readers 
might  connect  the  construction  and  adaptability  of  the 
hospital  with  the  causes  of  mortality,  which  are  fully  con- 
sidered later  on  in  the  same  paper.  I  desire  to  state  as 
clearly  as  possible  that  I  do  not  in  any  way  connect  the 
death  rate  with  the  adaptability  or  otherwise  of  the  building 
— having  no  reason  to  suppose  that  the  mortality  would 
have  been  less  in  a  modern  hospital.  The  expression  '  ill- 
adapted  '  was  intended  to  be  descriptive  only,  and  to  convey 
the  idea  that  old-fashioned  altered  residences  cannot  be 
administered  as  conveniently  as  specially  built  hospitals,  an 
argument  which  I  think  the  Committee  may  use  with  advan- 
tage whenever  the  question  of  rebuilding  arises." 
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ORIGINAL   COMMUNICATION. 

Extra-Uterine  Pregnancy.^ 
By  John  W.  Taylor,  F.R.C.S.Eng. 

{Continued  from  page  261.) 

Lecture  III. — On  the  Diagnosis  and  Treatment  of 

Extra-Uterine  Pregnancy. 

Diagnosis. 

Mr.  Dean  and  Gentlemen, — ^When  extra-uterine  preg- 
nancy is  present  and  has  by  its  symptoms  driven  the  patient 
to  seek  for  advice,  at  every  stage — up  to  "  terra  "  with  death 
of  the  foetus — there  are  certain  indications  to  be  derived 
from  history,  symptoms,  and  physical  signs,  which  are  suffi- 
cient in  most  cases  to  establish  a  correct  diagnosis.  In 
my  own  series  of  37  cases  a  correct  diagnosis  was  formed 
in  27  cases.  In  one  case  (the  first  case)  no  diagnosis 
vi^as  made.  In  3  cases  the  diagnosis  was  made  of  tubal 
disease  only.  In  2  cases  the  diagnosis  was  made  of  myoma. 
In  4  cases  the  diagnosis  was  made  of  ovarian  cystoma. 
Three  of  these  were  instances  of  ovarian  cyst  complicated 
by  the  co-existence  of  tubal  pregnancy,  and  in  one  of  these 
an  alternative  diagnosis  was  recorded  of  ovarian  cyst  or 
tubal  pregnancy.  In  only  three  of  the  cases  was  the 
diagnosis  absolutely  mistaken,  and  in  two  of  these,  and 
even  in  some  of  the  cases  of  imperfect  diagnosis,  I  think 
it  may  be  said  with  perfect  truth  that  the  fault  was  my  own, 
and  that  imperfect  knowledge,  carelessness,  or  some  false 
suggestion  at  the  outset  was  responsible  for  the  blunder. 

*  Ingleby  Lectures  for  1898. 
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The  omissions  or  mistakes  which  I  have  just  enumerated 
are  necessarily  confined  to  cases  on  which  1  have  operated. 
I  beheve  I  know  of  2  other  cases  in  which  I  did  not  fully 
recognise  the  condition  and  therefore  failed  to  do  my  duty. 
The  one  was  a  case  of  diffuse  haemorrhage — ^probably  from 
early  rupture  of  the  tube.  The  patient  was  quite  pulseless 
when  I  was  called  to  her,  and  although  there  was  some 
history  of  delayed  menstruation  I  could  not  find  on 
examination  any  pelvic  tumour  or  physical  sign  pointing 
to  a  misplaced  pregnancy.  I  did  not  know  at  that  date  that 
in  some  cases  of  very  early  rupture  this  may  be  entirely- 
wanting.  I  was  uncertain  and  the  possible  moment  for 
action  was  lost.  The  other  case  was  one  of  early  tuba- 
ligamentary  pregnancy.  The  patient  was  herself  suspicious 
that  something  was  not  right  about  her  pregnancy  and 
asked  my  opinion.  After  careful  bimanual  examination  I 
came  to  the  conclusion  that  the  pregnancy  was  intra-uterine 
and  normal  and  reassured  the  patient.  Some  nine  or  ten 
months  after  this  I  found  that  the  time  for  confinement  had 
been  passed  without  result,  and  that  one  of  my  .colleagues 
had  operated  on  the  patient,  removing  a  dead  foetus  from 
an  intra-peritoneal  sac  which  was  exactly  similar  to  those  I 
have  described  as  posterior  ligamentary  or  retro-peritoneal. 
It  is  worthy  of  notice  that  the  only  case  of  this  kind  which 
figures  in  my  own  series  (No.  4)  had  been  seen  at  an  early 
stage  of  the  pregnancy  by  the  same  colleague,  and  had 
been  considered  by  him  to  be  intra-uterine  and  normal. 
There  is  probably  some  good  reason  for  the  occurrence  of 
the  same  mistake  in  the  practice  of  two  surgeons,  both  of 
whom  have  had  special  experience  of  extra-uterine  gesta- 
tion. Again,  my  operation  list  does  not  of  course  contain 
any  case  in  which  I  have  diagnosed  an  extra-uterine  preg- 
nancy and  found  a  different  condition.  Four  of  such 
mistakes  I  can  remember.  One  was  a  case  of  retroflexion 
of  the  gravid  uterus  with  intra-peritoneal  adhesions.  This 
occurred  very  early  in  my  practice.  Two  were  cases  of 
double  pyosalpinx  with  temporary  cessation  of  the  menses ; 
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the  other  case  was  one  of  malignant  tumour  of  both  ovaries. 
In  this  case  also  there  was  consequent  amenorrhcea.  Other 
cases  in  which  an  alternative  diagnosis  was  made  or  in 
which  the  possibility  of  extra-uterine  pregnancy  was  enter- 
tained will  be  referred  to  under  "differential  diagnosis." 
Finally,  1  have  to  add  to  my  list  of  successful  diagnoses 
some  six  additional  cases  of  extra-uterine  pregnancy  in 
which  the  operation  was  performed  by  another  surgeon. 
In  one  of  these  cases  a  tubal  pregnancy  of  one  side  was 
complicated  by  a  pyosalpinx  of  the  opposite  side,  the  only 
instance  in  my  own  practice  in  which  I  have  found  tubal 
pregnancy  and  suppurative  salpingitis  directly  associated. 
As  subsidiary  material  helping  to  form  my  experience  I 
have  also  to  add  nearly  50  cases  of  extra-uterine  pregnancy 
which  I  have  watched  during  the  last  fourteen  years  in  the 
practice  of  my  colleagues. 


In  considering  both  the  diagnosis  and  the  treatment  of 
extra-uterine  pregnancy  I  shall  follow  as  nearly  as  possible 
the  divisions  already  framed  when  dealing  with  its  patho- 
logical history.  Our  first  consideration,  accordingly,  will  be 
the  diagnosis  of  a  case  of  earliest  rupture  of  the  tube  with 
diffuse  haemorrhage.  The  patient  is  probably  a  married 
woman  and  one  who,  of  course,  must  necessarily  be  within 
the  limits  of  the  child-bearing  period.  She  has  probably 
been  in  perfect  health  until  an  hour  or  so  ago.  She  was 
then  suddenly  seized  with  a  pain  in  the  abdomen,  "as  if  some- 
thing had  given  way  inside  her."  She  became  faint  and 
collapsed,  was  sick  and  lay  down  on  the  couch  or  was 
assisted  to  her  bed.  She  was  given  a  little  stimulant,  and 
for  a  few  minutes  felt  perhaps  slightly  better.  On  reflection 
the  attack  did  not  altogether  surprise  her.  Her  proper 
menstrual  period  was  due  last  week,  but  instead  of  coming 
on  as  usual  was  delayed  for  some  days  (an  uncommon 
occurrence  for  her),  and  during  the  last  three  or  four  days, 
although  there  has  been  some  discharge  of  blood  from 
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the  vagina,  which  for  an  hour  this  morning  was  quite 
profuse,  the  period  has  not  come  on  "properly"  or  in  a 
customary  manner.  Such,  or  something  Uke  it,  is  the 
history.  On  glancing  at  the  patient  the  observant  practi- 
tioner will  probably  notice  at  once  the  paleness  of  her 
countenance  and  lips  and  her  seriously  "passive"  expression. 
This  can  only  arise  from  simple  faintness  with  but  little  or 
no  loss  of  blood,  or  from  active  haemorrhage.  The  pulse 
will  decide  it.  If  from  simple  faintness,  although  it  may  be 
temporarily  lost,  or  difficult  to  find,  the  pulse  when  felt 
again  will  be  found  to  be  slow  and  moderately  full,  while 
if  haemorrhage  be  still  in  progress  the  pulse  increases  in 
frequency  as  the  haemorrhage  proceeds,  and  after  a  time 
becomes  perceptibly  weaker.  Perhaps  the  normal  pulse 
rate  is  known,  and  if  so  it  will  be  found  that  it  is  twenty  or 
thirty  or  forty  beats  to  the  minute  faster  than  is  usual,  and 
that  the  ratio  is  still  increasing.  This  is  obviously  not  due 
to  nervousness  or  excitement,  for  the  patient  is  curiously 
self-contained  and  quiet.  Every  now  and  then  the  pulse 
becomes  fluttering  and  difficult  to  count,  and  at  these  times 
there  is  usually  some  nausea  and  vomiting.  Between  these 
periods  of  extra  faintness  it  may  temporarily  improve  in 
quality,  but  its  rapidity  does  not  diminish  so  long  as  the 
bleeding  is  unchecked.  The  temperature  is  sub-normal. 
If  the  haemorrhage  continue  unabated  a  colder  greyness 
slowly  creeps  over  the  countenance,  the  voice  becomes 
feeble,  the  sight  is  dimmed,  the  fingers  become  white  and 
rather  cold,  and  the  patient  now  speaks  but  little  or  only 
in  answer  to  direct  questions.  Still,  however,  the  mind 
remains  clear  and  the  patient  is  often  acutely  observant  of 
all  that  passes  around  her.  I  have  known  a  patient  in  this 
condition,  rescued  from  imminent  death  by  operation,  sp)eak 
afterwards  of  several  things  connected  with  her  operation 
of  which  at  the  time  it  was  thought  she  was  practically 
unconscious.  It  is  needless  to  try  to  trace  the  symptoms 
any  farther — the  patient  is  dying — ^and  if  anything  is  to  be 
done  to  save  her  life  it  must  be  done  at  once. 
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In  some  of  the  worst  cases  (the  symptoms  of  which  I 
have  been  attempting  to  describe)  there  are  no  pelvic  or 
abdominal  signs  of  any  definite  importance  or  certainty. 
The  haemorrhage  may  come  from  a  very  little  swelling  near 
the  cornu  of  the  uterus,  and  if  the  latter  be  inclined  to 
retrovert  the  tubal  swelling  may  be  inaccessible.  The  blood 
is  fluid;  it  is  continually  pouring  or  dribbling  into  the 
abdomen,  and  the  patient  never  has  vitality  enough  for  any 
kind  of  inflammatory  reaction.  In  addition,  the  patient 
may  be  stout,  the  abdominal  parietes  thick,  and  a  satis- 
factory bimanual  examination  be  altogether  impossible. 
Then  without  any  sign  directly  pointing  to  the  tube  the 
symptoms  of  internal  bleeding  must  be  our  ground  for 
action.  Fortunately,  however,  in  the  majority  of  cases, 
there  is  additional,  and  sometimes  abundant  evidence  to  be 
obtained  by  careful  examination.  Sometimes  a  tumour  is 
to  be  distinctly  felt  at  one  side  of  the  uterus — sometimes  a 
"  decidua  "  has  been  passed  per  vaginam  ;  usually  the  pouch 
of  Douglas  m^y  be  felt  distended  by  blood-clot,  the  sensa- 
tion of  an  ill-defined  but  full  and  boggy  swelling  being 
communicated  to  the  finger  of  the  examiner.  In  one  case 
I  detected  absolute  fluctuation  of  the  blood  through  the 
abdominal  walls  before  opening  the  abdomen,  and  other 
indications  of  blood  in  the  abdomen  may  be  elicited  by 
percussion — dulness  in  the  flanks  very  slowly  changing  with 
changes  of  position  (Mayo  Robson) — while  in  all  cases 
which  survive  the  first  few  hours,  and  in  which  the  bleeding 
is  temporarily  checked,  there  is  difficulty  in  the  passage  of 
flatus  and  motion — ^the  patient  suffers  from  considerable 
abdominal  pain,  and,  in  short,  the  signs  are  present  of 
peritonitis  as  well  as  those  of  recent  haemorrhage.  In  these 
cases  it  is  but  very  rarely  (if  ever)  that  any  evidence  point- 
ing to  pregnancy  is  to  be  obtained  from  the  condition  of 
the  breasts  or  areolae,  or  from  the  sensations  of  the  patient. 
These  are  always  feeble  and  more  often  wanting  in  the 
early  stages  of  extra-uterine  pregnancy,  and  any  search  for 
them    with    reliance    on    their    importance   will   probably 
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increase  doubt  at  a  time  when  certainty  and  action  are  of 
the  utmost  value. 

Now  as  to  differential  diagnosis :  in  a  case  of  early 
rupture  with  diffuse  haemorrhage  the  symptoms  are  so 
notably  sudden  and  instant  in  their  origin  that  there  is  but 
small  danger  of  any  other  affection  being  suspected  save 
those  of  similar  acuteness.  To  one  unversed  in  gynaecolo- 
gical disease  the  idea  of  poisoning  is  apt  to  come  upper- 
most. Gastric  or  intestinal  perforation  from  ulcer  of  the 
stomach  or  acute  appendicitis  may  also  be  suspected.  In 
all  of  these  there  may  be  the  same  sudden  onset,  but  except 
as  a  curious  and  improbable  coincidence  there  would  not 
be  the  contemporaneous  presence  of  an  irregular  blood- 
discharge  from  the  vagina,  and  the  history,  however  poor, 
of  some  delay  in  the  appearance  of  the  period.  In  all  of 
these,  too,  the  immediate  pain  and  distress  are  much  more 
violent  than  in  haemorrhage,  while  in  gastric  perforation 
(which  usually  occurs  in  young  unmarried  women)  and  in 
acute  appendicitis  there  are  antecedent  symptoms  or  attacks 
which  point  to  the  stomach  or  the  appendix  as  the  source 
of  trouble.  As  a  matter  of  fact  the  question  of  these 
diseases  has  occurred  to  those  concerned  rather  as  post- 
mortem  doubts  and  fancies  after  the  patient  has  died  than  as 
serious  diagnostic  difficulties  during  life.  The  chief  danger 
of  the  practitioner  in  my  own  experience  has  been  to  under- 
estimate the  importance  of  the  condition  before  him.  The 
medical  attendant  has  been  unaffectedly  surprised  at  the 
consultant's  diagnosis,  and  in  one  case  he  was  evidently 
incredulous  until  the  blood  was  pouring  out  of  the  opened 
abdomen.  It  has  been  the  difficulty  of  making  any  diag- 
nosis at  all  rather  than  the  making  of  a  wrong  one  which 
has  usually  been  the  stumbling-block,  and  in  two  of  my 
cases  a  physician  was  the  first  consultant  who  was  sent  for. 
In  both  of  these  cases  I  am  happy  to  say  the  condition  was 
recognised  by  the  physician,  and  the  surgical  interference 
recorded  was  the  result  of  his  diagnosis. 

Our  next  consideration  is  the  diagnosis  of  an  unruptured 
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tubal  pregnancy,  of  tubal  mole  and  of  peri-tubal  haemato- 
cele.  In  the  preceding  section,  when  dealing  with  early 
rupture  and  diffuse  haemorrhage,  we  found  that  of  the  three 
chief  factors  which  go  to  form  the  diagnosis,  the  symptoms 
— symptoms  of  internal  abdominal  bleeding — were  on  the 
whole  the  most  reliable,  that  the  history  was  of  next  import- 
ance, and  that  the  physical  signs  of  any  tumour  (although 
of  the  utmost  value  when  present)  were  uncertain  and  might 
be  practically  wanting.  As  we  proceed  with  our  subject 
and  discuss  later  and  still  later  developments  of  extra-uterine 
pregnancy  we  shall  find  both  history  and  physical  signs 
increasing  in  value,  and  it  is  to  these,  therefore,  that  we  shall 
mainly  direct  our  attention  ;  but  at  all  the  stages  referred  to 
(except  the  very  latest)  diffuse  internal  haemorrhage  may 
intervene  and  add  its  special  signs  and  symptoms  to  those 
already  present. 

The  previous  history  of  the  patient — the  history  before 
the  pregnancy  begins — is  of  some  importance.  There  is  a 
certain  amount  of  well-being  of  the  genital  organs  which  is 
probably  necessary  for  conception  to  take  place,  and  in  any 
case  of  pregnancy,  whether  uterine  or  extra-uterine,  the 
patient  has  usually  been  moderately  well  and  free  from  any 
marked  pelvic  trouble  immediately  before  the  act  of  impreg- 
nation. This  period  of  ante-pregnant  or  ante-amenorrhoeal 
well-being,  which  is  of  little  or  no  importance  in  normal 
pregnancy,  is  worthy  of  special  attention  when  there  is  a 
possibility  of  misplaced  pregnancy,  because  the  tumours 
with  which  this  is  liable  to  be  confounded  have  usually 
some  history  of  illness  rather  than  of  health  immediately 
preceding  their  formation.  Again,  in  rather  more  than  half 
the  number  of  cases  of  extra-uterine  pregnancy  several  years 
have  elapsed  since  the  last  normal  pregnancy  took  place, 
and  although  the  absence  of  this  interval  is  of  no  diagnostic 
significance  (as  the  accompanying  tables  will  show),  its 
presence  in  a  suspicious  case  may  be  held  as  slightly 
increasing  that  suspicion,  and  as  being  in  accordance  with 
the  history  of  other  recorded  cases. 
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From  the  consideration  of  these  two  points  we  pass  on 
to  the  history  of  the  pregnancy  itself.  It  is  obvious  that  as 
the  duration  of  the  pregnancy  increases  so  must  its  history 
be  traceable  for  longer  and  still  longer  measures  of  time, 
and  the  chief  sign  which  marks  this  is  the  absence  of  the 
normal  menstrual  period — not  necessarily  the  absence  of  all 
sanguinolent  discharge,  but  the  absence  of  the  nonn2d 
period  in  its  usual  coiu*se.  Some  critical  discrimination  is 
often  needed  in  order  to  arrive  at  a  just  conclusion  on  this 
point.  For  instance,  in  tubal  mole  (as  I  pointed  out  in 
1894),  there  is  often  no  definite  history  of  amenorrhoea — 
that  is,  the  patient  has  never  gone  "  over  her  time  "  without 
vaginal  loss,  and  if  carelessly  questioned,  such  a  patient  will 
probably  answer  that  she  has  been  "  regular  "  throughout, 
but  that  the  present  period  is  unusually  protracted.  On 
closer  inquiry  (of  the  same  patient)  we  may,  however, 
probably  elicit  the  fact  that  the  haemorrhage  which  has 
been  taking  place  during  the  last  three  or  four  weeks  is  very 
different  in  character  from  that  of  a  normal  menstrual 
period,  and  the  patient  has  no  difficulty  in  fixing  a  date 
some  seven  or  eight  weeks  previously  when  she  was  last 
"properly  poorly."  Dr.  CuUingworth  has  recently  drawn 
attention  to  the  characters  of  the  haemorrhage  observed  in 
this  condition.  He  writes  :  "  The  blood  is  almost  invari- 
ably dark  in  colour,  moderate  in  amount,  thickish  in  its 
consistence,  and  steady  in  its  rate  of  flow.  Gushes  of  bright 
red  blood  occur  occasionally,  but  are  quite  exceptional." 
I  should  myself  be  inclined  to  question  the  final  statement. 
Nearly  all  the  cases  I  have  met  with  possess  some  history 
of  repeated  sharp  haemorrhage. 

This  occurs  at  irregular  intervals,  and  is  often  copious 
enough  to  be  spoken  of  as  "  flooding  "  by  the  patient,  it  is, 
however,  of  short  duration,  and  the  bleeding  between  the 
attacks  of  metrorrhagia  is  usually  very  much  as  Dr.  Culling- 
worth  has  described  it. 

If  we  add  to  this  that  the  haemorrhage  is  very  persistent, 
and  that  it  may  carry  with  it  some  shreds  or  portions  of 
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decidual  membrane,  all  its  special  features  have  been 
noticed.  Apart  from  the  presence  of  decidua  the  most 
practical  point,  in  my  opinion,  is  the  contrast  often  afforded 
by  this  bleeding  to  the  normal  bleeding  of  the  menstrual 
period  in  the  same  individual.  The  type  of  menstruation 
often  varies  but  little  for  years  together,  and  it  is  very  rare 
that  an  intelligent  patient  is  unable  to  detect  the  difference. 
Amenorrhcea,  then,  together  with  or  followed  by  persistent 
dark-coloured  uterine  bleeding  of  moderate  amount,  varied 
by  irregular  metrorrhagia,  is  almost  always  met  with.  The 
haemorrhage  is  usually  due  to  some  separation  of  decidual 
membrane  from  the  interior  of  the  uterus,  and  is,  moreover, 
a  sign  that  the  vitality  of  the  pregnancy  is  endangered  or 
destroyed.  So  long  as  the  pregnancy — although  out  of 
place — is  growing  and  uninjured,  there  is,  as  a  rule,  no 
uterine  bleeding.  If  the  decidua  be  shed  it  does  not  follow 
that  the  bleeding  ceases.  Haemorrhage  continues  from  the 
interior  of  the  uterus,  while  the  abortive  pregnancy  remains 
as  a  source  of  irritation  within  the  tube,  and  in  some  cases 
at  least  I  have  very  little  doubt  that  the  haemorrhage  comes 
directly  from  the  tube — ^the  tube  containing  the  mole  of 
pregnancy — bleeding  alike  into  the  uterus  by  its  open 
uterine  end  and  into  the  pelvis  by  its  open  fimbriated  end. 

We  now  pass  to  the  physical  signs  elicited  by  examina- 
tion of  the  patient.  When  dealing  with  the  pathological 
history  of  tubal  pregnancy  I  noticed  that  one  of  the  earliest 
and  most  marked  phenomena  attending  its  presence  was  the 
increased  vascularity  of  the  parts  affected.  There  is  a  sign, 
a  very  constant  and  valuable  one,  accompanying  this — the 
presence  of  pulsating  vessels  in  the  vaginal  vault  on  the 
affected  side.  All  the  branches  of  the  uterine  artery  are 
subject  to  very  marked  enlargement  on  the  side  of  the  preg- 
nancy. It  is  often  easy  to  touch  a  vessel  the  "  pulse  "  of 
which  is  very  comparable  to  that  of  the  radial,  and,  although 
inflammatory  affections  may  sometimes  give  rise  to  very 
similar  hyperaemia,  the  pulsation  of  the  vessels  is  rarely  so 
marked  and  so  easy  to  elicit  as  in  tubal  pregnancy. 
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The  next  point  is  the  finding  of  the  extra-uterine  tumour. 
If  we  turn  to  the  sequence  of  illustrations  which  I  used 
when  describing  tubal  mole  and  peri-tubal  haematocele,*  we 
shall  at  once  recognise  the  leading  features  to  be  determined 
(if  possible)  by  vaginal  and  bimanual  examination.  There 
is  the  tubal  tumour  caused  by  the  misplaced  pregnancy,  its 
size,  shape,  position,  and  mobility,  and  there  is  the  displace- 
ment (if  any)  of  the  pelvic  viscera  caused  by  its  growth. 
When  haematocele  forms  there  may  be  the  opportunity 
perhaps  of  following  the  alteration  in  the  tumour  produced 
by  haemorrhage — in  watching  the  change  from  mobility  to 
fixation,  the  rapid  lateral  and  upward  growth  of  the  blood- 
mass,  and  the  change  from  the  insensitive  little  tubal  tumour 
of  the  healthy  and  unruptured  pregnancy  to  the  acutely 
tender  and  extending  haematocele.  For  at  first,  when  the 
pregnancy  forms  within  the  tube,  there  is  no  pain  or  tender- 
ness, and  it  is  only  by  accidental  good  fortune  that  the 
opportunity  arises  for  an  examination  under  these  con- 
ditions. In  one  case  seen  by  me  at  this  stage  the  patient 
had  nothing  to  complain  of  except  amenorrhoea  of  five  or 
six  weeks'  standing,  but  to  one  side  and  behind  the  uterus  a 
little  movable  tumour  was  plainly  felt  which,  by  its  shape 
and  its  contiguity  to  the  uterus,  suggested  a  tubal  rather 
than  ovarian  origin.  Another  observer  describes  the  tumour 
under  these  conditions  as  "sharply  limited  from  the  un- 
altered part  of  the  tube,  as  closely  corresponding  to  the  size 
of  the  ovum,  and  as  elastic  but  yielding."     (Winter.) 

Later,  if  bleeding  occurs  within  the  tube  its  enlargement 
is  not  limited  to  the  site  of  pregnancy,  but  the  whole  of  the 
tube  becomes  distended,  and  this  is  the  stage  when  the 
diagnosis  of  the  tumour  is  attended  with  least  difficulty. 
The  tube  is  not  only  distended  but  hard,  its  sinuous  curves 
are  easily  followed,  its  tubal  or  "  sausage-shaped  "  character 
is  readily  ascertained,  and  if  the  haemorrhage  be  limited  to 
the  interior  of  the  tube  and  no  blood  as  yet  has  invaded  the 
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peritoneal  cavity,  there  is  still  but  little  or  no  tenderness, 
and  a  full  examination  may  be  made  without  difficulty  or 
pain.  The  following  illustration  (fig.  i)  will,  perhaps, 
convey  better  than  words  can  do  what  may  be  felt  under 
such  conditions  by  vaginal  touch  and  bimanual  examination. 
It  also  indicates  the  usual  limitations  to  complete  investi- 
gation. The  uterus  is  inclined  to  retroflexion  ;  its  highest 
part  can,  perhaps,  be  felt  bimanually,  but  whether  this  be 
fundus  or  the  upper  portion  of  the  anterior  surface  is 
probably    uncertain.      Behind    the    cervix    a    sausage-like 


Fig.  I. 

tumour  is  plainly  felt  closely  applied  to  the  back  of  the 
uterus  and  probably  adherent  to  it.  In  some  cases  it  seems 
to  partially  encircle  the  uterus  like  a  collar.  One  curve  of 
it  is  thoroughly  felt,  and  above  this  the  beginning  of  another 
is  just  accessible.  Beyond  this  point  any  further  investiga- 
tion by  ordinary  vaginal  or  bimanual  examination  may  be 
impossible.  Rectal  examination  will  afford  larger  and 
higher  opportunities,  but  this  is  inadvisable  except  in  cases 
of  serious  doubt  and  difficulty  when  the  patient  remains 
under  the  personal  observation  of  the  surgeon. 

While  the  foregoing  is  a  fair  description  of  the  tumour 
very  generally  found  in  cases  of  extra-uterine  pregnancy, 
it  by  no  means  follows  that  the  tumour,  or  any  tumour,  is 
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always  met  with  in  this  situation.  Sometimes  the  pregnant 
tube  is  altogether  on  one  side  of  the  uterus,  the  pouch  of 
Douglas  being  quite  empty,  and  when  the  uterus  is  much 
retroflexed  the  tumour  may  even  be  found  in  the  front  half 
of  the  pelvis,  the  pregnancy  lying  altogether  anterior  to  the 
uterus.  In  this  situation  the  tumour  is  very  accessible  to 
the  bimanual  examination  provided  the  bladder  be  empty. 
(The  use  of  the  catheter  is  always  an  important  preliminary 
to  a  thorough  examination  of  the  pelvis.) 

It  might  easily  be  supposed  that,  as  haemorrhage  took 
place  into  the  pelvis  and  the  original  distension  of  the  tube 
was  supplemented  by  the  formation  of  a  haematocele,  so 
the  resulting  tumour  would  become  increasingly  prominent 
and  more  easy  of  diagnosis.  But  it  is  not  so.  With  every 
bleeding  into  the  peritoneal  cavity  there  is  pain,  there  is 
some  collapse,  and  there  is  abdominal  tenderness  persisting 
for  many  days.  The  slightest  pressure  is  objected  to,  the 
abdominal  muscles  are  contracted,  deep  palpation  is  im- 
possible, and  any  attempt  at  bimanual  examination  is  apt 
to  be  most  unsatisfactory.  Furthermore,  it  will  often  be 
found  on  vaginal  touch  that  the  clearly-defined  outlines  of 
the  tube  are  obscured  or  even  lost  in  the  swelling  of  the 
haematocele.  There  is  evidently  a  tumour  present,  and  it 
appears  to  be  connected  with  the  Fallopian  tube,  but  its 
upper  limit  cannot  be  palpated  from  the  abdomen,  and  its 
exact  size  and  boundaries  are  uncertain.  Here  the  dis- 
placement of  the  uterus,  if  definite  and  permanent,  will 
afford  valuable  evidence  as  to  the  size  of  the  swelling  which 
causes  the  displacement.  A  little  later,  if  the  haemorrhage 
is  repeated  and  the  haematocele  increases,  we  find  the  upper 
limit  of  the  swelling  appearing  above  the  pubes.  In  spite 
of  the  pain  and  abdominal  distension  there  is  then  no 
difficulty  in  ascertaining  the  full  extent  of  the  tumour. 
Above  one  groin  we  usually  find  the  convex  outline  of  the 
mass  arising  from  below.  It  is  lateral,  fixed,  tender,  and 
bulging,  and  may  be  conveniently  represented  in  the  usual 
way  by  the  accompanying  outline  illustration  (fig.  2).    The 
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convex  upper  border  of  the  mass  is  well  marked.  It  is 
sometimes  visible,  it  can  be  felt  on  gentle  palpation, 
and  tends  to  extend  in  an  increasing  curve  towards  the 
umbilicus.  Below  this  line  the  percussion  note  is  dull ; 
above  it  the  adherent  and  probably  distended  intestine 
marks  a  clearly  defined  area  of  resonance.  This  applies 
to  the  central  portion  of  the  curve ;  each  end  of  it  shades 
off  into  inaccessible  regions— on  the  one  side  toward  the 
loin  of  the  affected  side,  on  the  other  beneath  the  pubes. 


Fig.  2. 

Examined  bimanually  the  abdominal  mass  above  the  groin 
is  felt  to  be  one  with  the  tubal  tumour  in  the  pelvis,  and  the 
displacement  of  the  uterus  to  the  non-affected  side  (which 
is  now  extreme)  is  marked  and  unmistakable.  This  tumour, 
which  is  usually  characteristic  of  the  advanced  development 
of  intra-peritoneal  haematocele,  the  result  of  bleeding  from 
the  unruptured  tube,  and  which  then  is  produced  somewhat 
slowly  or  after  repeated  haemorrhages,  may  also  be  more 
suddenly  formed  by  later  rupture  of  the  tube  ;  and,  so 
far  as  physical  signs  are  concerned,  there  is  no  essential 
diflFerence  in  the  resulting  haematoceles.  The  same  descrip- 
tion will  accordingly  apply  to  both  formations. 

Very  similar,  too,  is  the  tumour  formed  by  an  intra- 
ligamentary  pregnancy  about  the  fourth  month  when  the 
pregnancy  is  of  the  anterior  or  sub-peritoneo-pelvic  variety. 
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There  is  no  difference  except  that  the  uterus  is  liable  to  be 
raised  as  well  as  displaced  to  the  opposite  side  by  the  grow- 
ing pregnancy,  and  that  in  this  case  one  is  more  liable  to 
meet  with  the  signs  of  a  fixed  iliac  tumour  growing  into 
the  abdomen  above  the  groin  without  any  symptoms  of 
internal  hsemorrhage,  because  under  these  circumstances 
the  pregnancy  may  be  uninterrupted  by  accidental  changes. 
Frequently,  however,  disturbances  do  arise,  and  then  no 
differential  diagnosis  between  the  two  haematoceles  is 
possible  until  the  abdomen  is  opened. 


Fig.  3. 


The  only  other  tumour  needing  consideration  at  this 
stage  is  that  of  the  typical  retro-uterine  haematocele  when 
the  pouch  of  Douglas  is  acutely  distended,  its  opening  above 
into  the  peritoneal  cavity  being  temporarily  occluded.  The 
condition  occurs  but  rarely  as  the  result  of  tubal  bleeding 
(an  example  is  afforded  by  Case  2),  but  when  it  does  take 
place  the  signs — both  abdominal  and  pelvic — are  very 
different^  from  those  I  have  already  described.  In  the 
(two)  cases  I  have  seen  the  upper  limit  of  the  blood-mass 
was  readily  felt  from  the  abdomen,  but  instead  of  being 
lateral,  convex,  and  bulging,  it  simply  formed  a  hard, 
irregular  wall  or  line  stretching  right  across  the  abdomen, 
midway  between  the  pubes  and  the  umbilicus,  the  abdomen 
below  this  line  being  uniformly  hard  and  dull  with  coagu- 


Extra-Uterine  Pregnancy  383 

lated  blood  (fig.  3).  The  active,  growing,  bulging  pole  of 
the  tumour  in  this  hsematocele  was  transferred  (as  it  were) 
from  the  abdominal  to  the  fwlvic  aspect.  The  abdomen 
was  quiescent ;  the  pouch  of  Douglas  was  acutely  distended. 
With  one  finger  in  the  vagina  and  the  other  in  the  rectum 
the  tense  elastic  swelling  of  the  over-filled  pouch  could  be 
thoroughly  appreciated,  bulging  between  the  two.  The 
leading  features  of  this  hematocele  are  well  represented 
in  the  following  illustration  (fig.  4).    The  small  intestines 


lie  across  and  somewhat  flatten  the  upper  boundary  of 
the  blood-mass,  while  the  fold  of  peritoneum  between  the 
vagina  and  rectum  is  transformed  into  a  large  sac  full  of 
blood  and  serum. 

The  next  point  is  the  determination  of  the  size,  position, 
and  contents  (if  any)  of  the  uterus.  The  uterus  is  nearly 
always  slightly  enlarged,  the  enlargement  bearing  a  strong 
resemblance  to  that  of  the  sub-involuted  uterus  after  con- 
finement, and  having  but  little  in  common  with  the  broad 
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and  succulent  enlargement  of  the  pregnant  organ.  It  is 
slightly  thicker  and  longer  than  normal,  as  a  bleeding  uterus 
generally  is,  but  the  cervix  is  not  specially  soft  and  yielding, 
and  if  this  be  followed  up  by  the  finger  beyond  the  vaginal 
reflexion  and  the  tumour  of  the  extra-uterine  pregnancy  or 
haematocele  be  encountered  in  its  (close)  relation  to  the 


Fig.  5. — The  tumour  and  the  uteras  in  close  relation. 

uterus  somewhere  in  the  pelvis,  the  cervix  may  often  be 
followed  beyond  and  above  the  lo^'er  limit  of  the  tumour 
and  the  uterus  may  be  felt  something  like  a  finger  fixed  to 
one  side  of  the  tumour  (figs.  5  and  6).  We  have  already 
traced  the  early  tendency  of  the  uterus  towards  retroflexion 
and  its  later  displacement  to  one  side  of  the  pelvis.  Gener- 
ally with  the  larger  haematoceles  produced  by  recurrent 


.•■M.., 


"cross  ^seefki^iL. 


Fig.  6. —  The  tumour  and  the  uterus  in  cross  section. 

bleedings,  and  always  in  true  retro-uterine  haematocele, 
which  we  have  just  been  considering,  the  uterus  is  strongly 
displaced  forwards.  When  the  pouch  of  Douglas  is  ex- 
cessively distended  it  may  also  be  carried  upwards  so  that 
the  cervix  is  difficult  to  reach.  The  exact  position  of  the 
fundus  and  the  emptiness  or  non-pregnant  state  of  its  cavity 
are  very  important,  and  sometimes  very  difficult,  points  to 
determine,  but  they  must  be  decisively  settled  before  any 
operation  is  undertaken.  On  careful  bimanual  examination, 
if  (as  already  described)  the  supra-vaginal  cervix  has  been 
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traced  upwards  by  the  examining  finger  from  below,  the 
direction  of  the  uterus  is  followed  as  far  as  possible,  and 
the  probable  situation  of  the  fundus — toward  the  front  or 
the  side  of  the  pelvis — is  definitely  determined.  Then,  if 
the  hand  on  the  outside  of  the  abdomen  be  carried  to  this 
point  the  fingers  of  the  outside  hand  may  often  be  gently 
pressed  down  on  the  summit  of  the  fundus  in  spite  of  the 
larger  displacing  tumour  of  the  pregnancy,  and  the  whole 
of  the  uterus  may  be  accurately  mapped  out  (bimanually) 
by  the  fingers.  Sometimes  the  conditions — the  co-existence 
of  peritonitis  and  abdominal  distension — make  such  exami- 
nation an  utter  impossibility,  and  then  it  may  not  only  be 
allowable,  but  necessary,  to  pass  the  uterine  sound  in  order 
to  come  to  a  certain  conclusion.  Both  the  passage  of  the 
sound  and  rectal  examination  should,  however,  be  left  to 
the  discretion  and  use  of  the  operating  surgeon.  AH  other 
reasonable  methods  for  determining  the  condition  of  the 
uterus  should  have  been  previously  used,  and  the  same 
delicate  gauging  of  the  probable  position  of  the  fundus  and 
direction  of  its  cavity  as  that  already  described  should  pre- 
cede the  final  determination  of  the  curve  of  the  sound  and 
of  the  passage  of  its  tip  within  the  external  os. 

We  have  now  concluded  the  examination  of  the  patient, 
but  we  have  still  to  consider  the  symptoms  which  accom- 
pany intra-peritoneal  bleeding  and  haematocele.  Some  have 
been  incidentally  referred  to,  such  as  abdominal  pain  and 
tenderness,  distension,  and  rigidity  of  the  abdominal  muscles. 
The  characteristic  features  of  these  symptoms,  as  also  of 
the  collapse  and  faintness  and  vomiting  generally  accom- 
panying them,  is  that  they  come  on  suddenly  because  they 
are  directly  due  to  the  bleeding,  and  if  the  bleeding  be 
slight  or  moderate  they  rather  quickly  diminish  in  intensity 
or  entirely  disappear.  For  instance,  a  patient  suffering  in 
this  way  may  feel  perfectly  well  all  day,  be  attacked  with 
sudden  violent  pain  at  1 1  p.m.,  feel  seriously  ill  for  half  the 
night,  have  a  good  sleep  towards  morning,  and  be  attend- 
ing to   her  usual  household  duties  in  the   course  of  the 
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following  day.  These  attacks,  in  the  same  way  as  the 
bleeding  which  we  have  studied  before,  are  almost  inevitably 
recurrent,  so  that  in  a  large  number  of  cases  treated  by 
operation  we  have  a  clear  history  of  three  or  four  attacks 
before  the  abdomen  is  opened.  The  suddenness  of  these 
attacks  is  very  frequently  surprising  to  the  patient  herself* 
One  of  my  patients  in  whom  they  occurred  during  the 
daytime,  gave  a  history  of  a  fall  with  each  attack,  evidently 
supposing  that  the  -pain  from  which  she  suffered  was  the 
consequence  rather  than  the  cause  of  the  fall  in  each  case. 
Some  of  the  remarks  of  the  patients  are  as  follows : — "  I 
was  suddenly  seized  with  pain  on  the  left  side  of  the  belly, 
in  the  back,  and  in  the  thigh.  I  was  bent  double  with  it." 
"  I  was  seized  with  sudden  pain  in  the  lower  part  of  the 
stomach  soon  after  getting  out  of  bed." .  "  I  was  seized  with 
sudden  pain  three  weeks  ago  on  returning  from  church  on 
Sunday,  violent  abdominal  pain  and  vomiting  being  my 
chief  symptoms.  The  pain  was  repeated  on  the  following 
Thursday  and  Saturday  and  twice  during  last  week." 
Vomiting  very  generally  accompanies  the  attacks,  but  is  not 
persistent.  At  first  the  patient  usually  speaks  of  the  pain 
as  being  all  over  the  abdomen,  but  when  questioned  can 
generally  differentiate  one  side  as  being  more  painful  than 
the  other.  If  the  bleeding  increases,  and  always  if  the 
haematocele  extends  beyond  the  groin  into  the  abdomen  or 
really  fills  and  distends  the  pouch  of  Douglas,  the  condition 
of  the  patient  becomes  permanently  serious — she  is  confined 
to  her  bed  with  abdominal  pain  and  tenderness.  She  is,  as 
a  rule,  visibly  anaemic  from  the  loss  of  blood  ;  there  is  either 
present  or  there  is  the  clear  history  of  some  acute  peritonitis 
following  the  last  attack.  The  pulse  is  quick  and  feeble — 
probably  120  or  more.  There  may  be  considerable  pyrexia, 
the  temperature  rising  to  from  100'  to  103'  F.,  and  in  a 
certain  proportion  of  cases  there  is  slight  but  decided  albu- 
minuria. This  last  symptom  appears  in  some  way  to  be 
directly  due  to  the  blood  effusion,  for  in  the  cases  in  which 
1  have  observed  it  it  has  promptly  disappeared  after  opera- 
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tion.  The  pyrexia  in  intra-abdominal  haeraatocele  is  pro- 
bably due  to  re-absorption  of  blood,  and  need  not  be 
regarded  as  septic.  When,  however,  the  peritoneum  has 
been  lifted  from  the  rectum  or  the  pouch  of  Douglas  is 
shut  off  from  the  rest  of  the  peritoneal  cavity,  and  this  is 
acutely  distended  with  blood,'  septic  changes  may  occur  and 
the  pyrexia  then  is  of  a  different  character.  The  proximity 
of  the  rectum,  the  anterior  coat  of  which  is  stretched  and 
thin  or  the  serous  covering  of  which  may  be  defective, 
favours  the  passage  of  septic  matter  from  the  bowel  into 
the  haematocele  ;  decomposition  of  the  blood  slowly  occurs, 
and  the  temperature  may  gradually  rise  to  104**  and  105°  F. 
The  iliac  haematocele  or  the  pouch  of  Douglas  becomes 
further  distended  by  inflammatory  effusion,  and  all  the 
symptoms  of  septic  absorption  are  present.  Apart  from 
this  condition  the  chief  value  of  the  symptoms  is  as  a 
measure  of  the  importance  and  severity  of  the  internal 
bleeding.  The  anaemia,  the  faintness,  the  collapse,  the 
vomiting,  the  abdominal  pain  and  the  peritonitis  will  vary 
in  direct  ratio  to  the  bleeding.  If  such  symptoms  are 
produced  slowly  they  point  to  tubal  mole  with  increasing 
haemorrhage  from  the  unruptured  tube.  If,  on  the  other 
hand,  they  are  produced  suddenly  they  point  to  later 
rupture  of  the  tube. 

With  this  we  complete  the  consideration  of  all  the 
elements  which  go  to  form  a  positive  diagnosis  of  extra- 
uterine pregnancy  before  and  during  those  disturbances  to 
its  progress  which  are  so  common  in  the  earlier  months — 
the  disturbance  of  intra-peritoneal  bleeding  and  haematocele 
formation.     Let  us  briefly  recapitulate  them.    We  have — 

(i)  A  patient  within  the  child-bearing  limits  of  age,  and 
one  in  whom  a  pregnancy  is  possible. 

(2)  She  has  recently  been  in  good  health. 

(3)  It  is  more  likely  than  not  that  several  years  have 
passed  since  her  last  pregnancy. 

(4)  There  is  a  history  of  some  amenorrhoea  accompanied 
or  followed  by — 
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(5)  Irregular  uterine  haemorrhage,  occasionally  profuse 
and  red,  but  generally  dark  in  colour,  moderate  in  amount, 
and  persistent  in  its  course. 

(6)  With  this  there  may  be  the  history  of  the  passage 
of  some  membrane,  either  in  one  pouch  or  bag  as  a  "  com- 
plete decidua,"  or  in  two  pieces,  or  in  shreds. 

(7)  On  examination  pulsating  vessels  may  be  felt  in  the 
vaginal  vault  on  one  side  of  the  uterus. 

(8)  On  this  side  also,  and  closely  investing  the  back 
of  the  uterus,  there  is  nearly  always  a  tubal  tumour  (excep- 
tionally this  may  have  a  different  or  curious  situation). 

(9)  This  tumour  enlarges  markedly  and  suddenly  by 
recurrent  haemorrhages  and  by  the  formation  of  a  haemato- 
cele  directly  continuous  with  the  original  tubal  tumour. 

(10)  These  haemorrhages  are  signalised  by  sudden  spasms 
of  severe  abdominal  pain  and  by  transient  attacks  of 
peritonitis. 

(11)  The  uterus  is  displaced  by  the  haematocele  at  first 
backwards,  afterwards  to  the  opposite  side  of  the  pelvis,  and 
sometimes  forward  (against  the  pubes)  (it  is  very  rarely  that 
the  uterus  is  permanently  displaced  downwards) ;  and 

(12)  The  uterus  throughout,  although  slightly  enlarged, 
may  be  proved  to  be  empty. 

The  differential  diagnosis  still  remains  for  us  to  consider. 
Extra-uterine  pregnancy  under  the  conditions  I  have  been 
describing  may  be  mistaken  for — 

(i)  Pyosalpinx,  with  amenorrhoea. 

(2)  Myoma. 

(3)  Simple  abortion. 

(4)  Retroflexion  of  the  gravid  uterus. 

(5)  Anteflexion  of  the  gravid  uterus  ;  and 

(6)  Twisted  pedicle  tumours — (a)  of  the  tube,  and  (6)  of 
the  ovary. 

(i)  Pyosalpinx  is  usually  accompanied  by  regular  men- 
struation, menorrhagia,  or  metrorrhagia.     Every  now  and 
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then,  however,  in  double  pyosalpinx  (when  the  ovaries  have 
probably  been  rendered  temporarily  functionless  by  dense 
enveloping  adhesions)  there  is  total  amenorrhoea  of  from 
two  to  three  or  four  months'  standing,  and  then  the 
symptoms  and  signs  may  be  almost  identical  in  the  two 
conditions.  The  pyosalpinx  will  afford  us  a  typical  tubal 
tumour,  and  when  both  sides  are  affected  the  tube  of  the 
one  side  is  nearly  always  very  much  more  distended  than 
that  of  the  other,  so  that  the  main  tumour  is  one-sided. 
The  inflammatory  thickenings  and  adhesions  closely  sur- 
rounding the  tube  may  simulate  a  haematocele.  A  pinhole 
perforation  of  the  distended  tube  may  cause  abdominal  pain, 
collapse,  vomiting,  and  a  consequent  attack  of  peritonitis, 
and  in  short  there  may  be  nothing  but  the  history  to  guide 
us  to  a  wise  and  correct  diagnosis.  Here  the  immediately 
preceding  health  or  ill-health  of  the  patient  becomes  a  point 
of  high  importance.  If  the  pyosalpinx  be  quite  recent  there 
will  still  be  the  history  of  purulent  vaginal  discharge  pre- 
ceding the  pelvic  inflammation,  while  if,  as  is  more  probable, 
the  pyosalpinx  be  an  acute  recrudescence  of  an  old  affection, 
the  patient  may  confess  to  some  similar  attack  two,  three, 
or  fours  years  previously,  and  to  some  tenderness  or  aching 
in  one  side  during  all  these  years. 

(2)  The  likeness  to  myoma  is  most  marked  when  a  tubal 
haematocele,  not  quite  recent  and  hard  from  coagulation  of 
the  blood  contained  in  it,  is  firmly  fixed  on  one  side  of  the 
uterus  and  is  free  from  all  other  connexions.  Then  if  the 
observer's  mind  be  fixed  on  the  condition  of  the  uterus  as 
a  cause  for  continued  uterine  haemorrhage,  and  if  on 
bimanual  examination  he  can  thoroughly  palpate  a  globular 
immovable  "boss" — not  specially  tender — on  one  side  of 
the  fundus  uteri,  he  may  easily  imagine  the  case  to  be  a  clear 
one  of  myoma.  Case  No.  37  may  be  taken  as  an  example. 
Mrs.  K.  was  sent  to  me  as  suffering  from  cancer  of  the 
uterus  causing  continued  uterine  haemorrhage.  The  cervix 
was  badly  lacerated  and  diseased,  but  no  certain  sign  of 
cancer  could  be  detected.    On  further  examination  a  hard 
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tumour  or  out-growth  was  felt  extending  from  the  fundus. 
It  moved  with  the  uterus  and  had  no  other  connexions. 
Here  was  the  source  of  the  bleeding.  Yes;  but  not  the 
source  imagined.  Instead  of  the  myoma  too  hastily 
diagnosed  the  tumour  was  a  peri-tubal  haematocele  around 
an  early  tubal  pregnancy.  A  more  careful  attention  to  the 
history  would  have  prevented  such  an  error  and  would 
generally  direct  the  thoughts  into  a  right  channel  when 
extra-uterine  pregnancy  is  present.  In  the  present  instance 
there  was  a  history  of  acute  abdominal  pain  corresponding 
to  the  formation  of  the  haematocele,  and  any  attack  of  this 
kind  is  unknown  or  very  unusual  in  myoma. 


Fig.  7.— Diagrammatic  representation  of  uterus  and  tumour  as  felt  in  Case  37. 

(3)  An  extra-uterine  pregnancy  which  has  resulted  in 
tubal  mole  and  haematocele  may  easily  be  regarded  as  a 
simple  abortion  by  anyone  who  depends  entirely  on 
symptoms,  for  these  may  be  very  similar  in  both  affections, 
the  peritonitic  pains  of  the  one  being  closely  simulated  by 
the  painful  uterine  cramps  of  the  other.  On  vaginal 
examination,  however,  the  two  conditions  are  at  once 
differentiated  or  the  "  abortion  "  is  shown  to  be  no  simple 
one  by  the  presence  of  a  tumour  outside  the  uterus.  When 
the  conditions  are  unfavourable  for  a  full  examination,  or 
when  there  are  any  grounds  for  supposing  that  a  tumour 
may  be  present  but  inaccessible,  great  caution  is  needed. 
The  interference  that  would  be  right  in  incomplete  abortion 
may  be  very  harmful  when  the  main  source  of  irritation  is 
outside  the  uterus.     No.  36  is  a  case  in  point.     Mrs.  L.  came 
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to  my  out-patient  room  at  the  hospital  with  all  the  symptoms 
of  an  early  abortion,  and  at  her  first  visit  I  could  find  no 
trace  of  any  tumour,  the  abdomen  being  rigid  and  the 
conditions  generally  unfavourable  for  full  examination. 
The  uterus  was  enlarged,  the  cervix  was  soft  and  open,  and 
the  haemorrhage  had  been  continuous  for  four  weeks. 
Diagnosis  was  deferred.  Some  few  days  afterwards  the 
uterus  was  dilated  by  the  physician  in  attendance  at  the 
patient's  home.  Nothing  was  found  within  it.  Severe 
abdominal  pain  set  in  coincidently  with  the  dilatation. 
I  saw  the  patient  again,  recognised  a  tubal  pregnancy  on  the 
right  side  of  the  uterus,  admitted  her  into  the  hospital,  and 
operated.  The  tube  was  ruptured,  the  placenta  protruding. 
There  were  also  recent  inflammatory  adhesions  about  the 
tube  and  uterus. 

(4)  Retroflexion  of  the  gravid  uterus  has  been  recognised 
by  most  authors  as  a  condition  needing  careful  differentia- 
tion from  extra-uterine  pregnancy,  because  unfortunate 
cases  have  been  recorded  in  which  a  distended  tube  in 
Douglas'  pouch  has  been  supposed  to  be  the  pregnant 
retroverted  fundus,  and  an  injudicious  attempt  at  its  replace- 
ment (?)  has  ruptured  the  tubal  sac  and  hastened  the  death  of 
the  patient.  When  one  knows  this  and  recognises  the  danger 
of  any  interference  before  a  certain  diagnosis  is  formed,  it 
will  be  found  excessively  rare  or  impossible  for  any  similar 
mistake  to  recur.  The  position  of  the  fundus  must  be  ascer- 
tained by  careful  bimanual  examination  ;  its  presence  or  its 
absence  in  front  of  the  tumour  must  be  satisfactorily  deter- 
mined. When  there  is  any  tumour  other  than  the  fundus 
filling  the  pouch  of  Douglas  the  whole  of  the  uterus 
(generally  quite  straight)  is  pushed  against  the  pubes ;  the 
cervix  is  looking  directly  downwards,  and  if  the  bladder  be 
empty  the  fundus  may  be  felt  on  gentle  pressure  immediately 
above  the  pubes.  When  the  pregnant  fundus  is  in  the  pouch 
of  Douglas  there  is  of  course  no  fundus  to  be  felt  in  front 
of  the  tumour.  Bimanually  the  fingers  of  both  hands  may 
perhaps  be  so  closely  approximated  above  the  pubes  that  the 
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cervix  may  be  felt  to  be  continuous  with  the  posterior 
tumour  and  absolutely  free  from  any  other  connexion. 
Retention  of  urine  is  more  common  in  retroflexion  of  the 
gravid  uterus,  while  a  discharge  of  blood  (unattended  with 
labour  pains)  is  more  common  in  extra-uterine  pregnancy. 

(5)  Anteflexion  of  the  gravid  uterus,  although  but  rarely 
recognised  as  a  possible  source  of  error,  may  occasionally 
be  quite  as  perplexing  as  the  gravid  retroflexion.  Whether 
from  an  unusually  high  attachment  of  the  impregnated 
ovum — quite  at  the  fundus  uteri — or  from  some  other  cause 
less  easy  to  understand,  a  pregnant  patient,  usually  a 
primipara,  is  sometimes  found  who  suffers  from  severe 
pains  during  the  early  months  of  pregnancy  and  in  whom 


Fig.  8. — Diagram  of  anteflexed  pregnant  uterus,  with  lengthened  but 

undeveloped  cervix. 


the  two  or  three  months'  pregnant  fundus  forms  a  globular 
elastic  tumour  which  appears  to  have  little  or  no  real 
continuity  with  the  cervix  (fig.  8).  The  cervix  remains  thin, 
hard,  undeveloped,  pencil-like,  and  runs  behind  the  tumour 
of  the  pregnancy  as  far  as  the  finger  can  reach.  Further, 
it  is  absolutely  lengthened,  so  that  it  feels  as  if  the  whole  of 
an  infantile  or  ill-developed  uterus  was  to  be  explored 
behind  a  sac  of  pregnancy.  I  have  even  known  a  sound 
passed  to  the  top  of  the  lengthened  but  undeveloped  cervix 
under  these  conditions  give  almost  or  quite  the  normal 
uterine  measurement,  produce  no  abortion,  and  in  this  way 
afford  to  the  practitioner  who  used  it  confirmation  of  his 
(mistaken)    opinion   that   the   pregnancy   was    outside  the 
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uterus.  Again,  the  knowledge  that  such  cases  occur  is  the 
surest  safeguard  against  error.  Sometimes  the  round  liga- 
ment can  be  felt  on  each  side  of  the  distended  fundus,  and 
if  so  it  is  certain  that  the  tumour  felt  is  the  uterus  itself.  If 
serious  doubt  remains  in  spite  of  ordinary  careful  methods 
of  examination  (which  should  not  include  the  passage  of  the 
sound),  it  may  be  a  relief  to  remember  that  extra-uterine 
pregnancy  as  well  as  intra-uterine  pregnancy  in  a  misplaced 
uterus  does  not  as  a  rule  cause  urgent  danger  or  need 
immediate  interference  so  long  as  there  is  no  sign  of  uterine 
discharge.  If  the  patient  be  kept  in  bed  she  may  remain 
under  observation  until  the  condition  becomes  clearer  or 
until  a  more  experienced  opinion  can  be  obtained. 

(6)  Twisted  pedicle  tumours — (a)  blood  tumours  of  the 
tube  from  twisted  pedicle,  and  (6)  blood  tumours  of  the 
ovary  from  twisted  pedicle.  Small  tumours  of  the  tube  or 
ovary  arising  from  or  increased  after  twisting  of  the  pedicle 
are  very  liable  to  be  mistaken  for  misplaced  pregnancies 
which  have  resulted  in  internal  haemorrhage.  Not  only 
are  the  signs  and  symptoms  extremely  similar,  but  the 
physical  condition,  the  resulting  haematoma  or  haematocele, 
may  be  almost  alike  in  the  two  conditions.  When  accom- 
panied, as  they  sometimes  are,  with  menstrual  irregularity, 
the  history  also  may  favour  the  suspicion  of  a  tubal  preg- 
nancy with  haematocele.  The  sudden  abdominal  pain 
which  characterises  the  final  twist  when  the  return  cir- 
culation is  obstructed,  the  vomiting  and  faintness  which 
accompany  this,  and  the  rapid  formation  of  a  prominent 
and  tender  tumour,  are  all  suggestive.  The  tumour  itself, 
however,  is  not  so  intimately  connected  with  the  uterus 
as  a  tubal  pregnancy  would  be.  Whether  formed  by  the 
tube  or  the  ovary  it  has  rather  the  character  of  an 
ovarian  enlargement,  and  unless  adherent  to  the  uterus 
there  is  quite  generally  some  unoccupied  space  to  be 
discovered  between  the  uterus  and  the  tumour.  The 
following  cases  are  illustrative  : — 

Mrs.  M.,  aged  29,  had  been  suckling  her  second  child 
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for  six  months  when  she  was  suddenly  seized  with  severe 
abdominal  pain  on  the  left  side.  The  pain  continued 
When  examined  some  days  later  the  following  note  was 
made  :  "  A  soft  (cystic)  elongated  body,  probably  tubal, 
is  felt  behind  the  uterus."  The  patient  had  not  men- 
struated since  her  confinement.  The  case  was  watched 
for  a  time,  and  before  operation  the  diagnosis  was  entered 
of  adherent  tumour  of  the  left  ovary  and  tube.  Abdominal 
section  showed  a  torsion  blood-cyst  of  the  left  Fallopian 
tube. 

Mrs.  N.,  aged  37,  menstruated  regularly  until  six  weeks 
ago.  On  March  24  (five  weeks  after  her  last  menstruation) 
she  was  suddenly  seized  with  severe  abdominal  pain,  faint- 
ing, and  sickness.  This  occurred  at  night,  and  the  pain 
has  continued  ever  since.  On  examination  a  globular, 
tender  tumour  of  about  the  size  of  a  child's  head  was  felt 
above  the  pubes  on  the  right  side.  The  uterus  was  dis- 
placed to  the  left  by  the  tumour;  it  was  of  normal  size 
and  appeared  to  be  empty.  Although  displaced  by  the 
tumour  no  direct  connexion  could  be  made  out  bet^^een 
the  uterus  and  the  tumour.  The  alternative  diagnosis  was 
made  of  right  ovarian  tumour  with  twisted  pedicle,  or 
extra-uterine  pregnancy  in  the  right  Fallopian  tube  with 
haematocele.  Abdominal  section  showed  a  black  adherent 
blood  tumour  of  the  right  ovary  with  a  three  times  twnsted 
pedicle. 


So  far  we  have  been  considering  the  diagnosis  of  extra- 
uterine pregnancy  as  associated  with  various  disturbing 
influences  which  usually  destroy  the  life  of  the  foetus  and 
seriously  threaten  or  destroy  that  of  the  mother  also. 

In  tubo-abdominal  and  in  later  tubo-ligamentary  preg- 
nancy both  child  and  mother  have  escaped  or  "weathered" 
these  early  dangers,  and  if  the  child  be  living  the  diagnosis 
is  much  less  complicated.  In  most  cases  there  is  but  little 
doubt  of  the  pregnancy,  and  the  diagnosis  then  mainly 
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resolves  itself  into  a  differential  one  between  intra-  and 
extra-uterine  pregnancy.  When  the  child  has  been  a  iong 
time  dead,  and  the  history  of  the  pregnancy  is  no  longer 
recent,  the  question  of  any  pregnancy  may  be  very  doubt- 


FlG.  9,— ExUnut  conligunlion  of  abdomen  in  Case  3. 

ful,  and  the  diagnosis  again  may  become  perplexing  and 
obscure.  When  the  child  is  living,  the  ordinary  history, 
symptoms,  and  external  signs  of  pregnancy  are  probably 
present.    There  is  a  history  of  amenorrhoea  corresponding 


Fig.  iOl — Extenud  cool^ration  or  abdomen  in  Cose  33. 

to  the  period  of  pregnancy,  with  or  without  some  history 
of  transient  pain  and  discharge,  about  the  time  when  the 
foetus  escaped  beyond  the  limits  of  the  tube.    The  patient 
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herself  has  probably  passed  through  the  troubles  and 
sensations  generally  incidental  to  a  normal  pregnanq^ — 
the  morning  sickness,  unusual  cravings  of  appetite,  and 
the  period  of  quickening.  The  mammary  signs,  pigmenta- 
tion of  the  areola,  and  follicular  development  round  the 
nipple  (never  very  reliable),  are  more  likely  to  be  present 
than  wanting.  There  is  turgescence  and  bluish  discoloura- 
tion of  the  vulva  and  vagina.  The  mother  is  usually  very 
conscious  of  the  movements  of  the  child,  and  if  she  have 
experience  of  former  (normal)  pregnancies  may  perhaps 
complain  of  its  unusual  position. 

In  tubo-abdominal  pregnancy  during  the  later  months 
the  foetus  is  immediately  recognisable  on  examining  the 
abdomen,  sometimes  on  simple  inspection,  and  always  on 
light  palpation  (figs.  9  and  10).  The  foetus  and  placenta 
are  probably  lateral  or  zigzag  in  position,  but  the  foetus 
may  permit  of  passive  movement  into  a  more  central 
situation.  The  ease  and  clearness  with  which  its  various 
parts  can  be  palpated  are  quite  remarkable ;  these  may  be 
felt  to  be  lying  immediately  beneath  the  abdominal  walls, 
and  the  mother  may  bitterly  complain  of  pain  from  the 
foetal  movements.  A  limb  can,  perhaps,  be  taken  hold  of 
and  the  beating  of  the  foetal  heart  can  be  heard  with 
unusual  clearness.  The  parts  of  the  pregnancy  most  liable 
to  be  mistaken  for  each  other  are  the  placenta  and  the 
head.  The  placenta  being  almost  certainly  attached  to 
the  tube  should  be  lower  in  position.  While  the  hands 
of  the  observer  are  examining  the  child  there  is  no  clear 
indication  of  any  containing  sac  alternately  expanding  and 
contracting  around  the  foetus.  On  vaginal  and  bimanual 
examination  the  uterus  may  be  found  displaced  to  one 
side  of  the  pelvis,  only  slightly  enlarged  and  obviously 
distinct  from  the  child.  If  this  be  so,  the  position  of  the 
child  is  certainly  extra-uterine,  and  the  apparent  absence 
of  any  covering  argues  a  tubo-abdominal  pregnancy  rather 
than  a  tubo-ligamentary  one. 

Is  the  uterus  definitely  and  decidedly  distinct  from  the 
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pregnancy  ?  This  is  the  all-important  question,  for  nearly 
everything  I  have  described  as  characterising  the  abdominal 
position  of  the  child  may  be  wonderfully  simulated  by  a 
normal  intra-uterine  pregnancy  when  the  walls  of  the 
uterus  are  unusually  thin.  This  extraordinary  thinness  of 
the  uterine  walls  occasionally  encountered,  with  or  without 
"  hydramnios,"  or  excess  of  the  amniotic  fluid,  has  been 
noticed  by  many  observers.  One  of  the  first  to  remark  it 
was  Dr.  Ingleby,  in  1834.  In  its  extreme  condition  it  is 
very  curious  and  needs  to  be  seen  in  order  to  be  thoroughly 
believed.  The  fundus  uteri  cannot  be  found  apart  from  the 
pregnancy,  and  this  should  excite  the  strongest  suspicion 
against  an  extra-uterine  position  for  the  child.  If  the 
independent  existence  of  the  uterus  cannot  be  demonstrated 
especial  care  and  patience  should  be  employed  in  watching, 
with  the  hand  on  the  abdomen,  for  the  slightest  indication 
of  a  uterine  contraction.  If  the  loosely-lying  limbs  of  the 
child  do  temporarily  disappear  and  give  place  to  the 
rounded  arch,  however  feeble,  of  a  containing  sac,  the 
presumption  is  in  favour  of  an  intra-uterine  pregnancy. 


In  tubo-ligamentarj'  pregnancy,  before  the  child  is  suflB- 
ciently  formed  to  be  detected  by  palpation,  there  may  be 
an  opportunity  for  diagnosing  the  condition,  as  in  the 
two  cases  I  mentioned  at  the  beginning  of  this  lecture. 
From  the  experience  there  described  it  would  appear  that 
in  the  posterior  ligamentary  variety  the  tumour  of  preg- 
nancy may  be  so  centrally  situated  and  the  uterus  so 
united  to  it — probably  so  spread  out  on  its  anterior  sur- 
face— that  early  pregnancy  within  the  uterus  is  very  closely 
simulated.  Rectal  examination  might  materially  assist  the 
examiner  under  such  conditions,  and  will,  I  hope,  prove 
of  future  service  in  the  early  detection  of  this  variety. 
In  the  later  stages  of  the  tubo-ligamentary  pregnancy, 
when  the  child  is  living,  many  of  its  features  are  very 
comparable  to  those  described  as  existing  in  the  abdominal 
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variety,  but  are  less  marked.  The  tumour  of  the  pregnancy 
is  probably  lateral  or  eccentric.  Though  contained  in  a 
sac  the  latter  is  very  likely  not  of  uniform  thickness,  and 
in  some  parts  the  child  may  seem  to  be  very  near  the 
surface,  and  may  be  more  easily  palpated  than  when  in 
utero.  This  especially  applies  to  the  anterior  or  sub- 
peritoneo-abdominal  variety,  where  part  of  the  sac  of 
pregnancy  may  be  between  the  peritoneal  reflexion  and 
the  skin.  Abdominal  ballottetnent  of  the  foetus  is  often 
very  marked,  and  the  foetal  heart-beats  are  well  heard. 
Sometimes  the  foetal  limbs  are  lying  in  the  pouch  of 
Douglas,  and  are  then  palpated  with  great  facility  (Winter). 
As  the  child  has  been  originally  formed  below  the  placenta 
the  latter  will  probably  have  a  higher  position  than  in  tubo- 
abdominal  pregnancy,  and  internal  haemorrhage  from  dis- 
placement (with  faintncss,  blanching,  and  fatal  collapse) 
may  arise.  The  foetal  movements,  active  and  passive 
{ballottement),  and  the  auscultation  of  the  foetal  heart  and 
of  the  placental  souffle,  will  testify  to  the  fact  of  pregnancy, 
but  dependence  must  be  placed  on  careful  vaginal  and 
bimanual  examination  for  the  detection  of  its  abnormality. 
The  cervix  is  displaced  and  the  rest  of  the  uterus  is  pushed 
(generally)  to  one  side  and  downwards  below  the  sac  of 
pregnancy. 


The  differential  diagnosis  at  this  stage  consists  in  the 
separation  of  advanced  abdominal  and  tubo-ligamentary 
pregnancy  from : — 

(i)  Normal  intra-uterine  pregnancy. 

(2)  Pregnancy  in  one  half  of  a  double  uterus  ;  and 

(3)  Pregnancy  in  one  horn  of  a  bicornuate  uterus. 

(i)  In  tubo-ligamentary  pregnancies  the  uterus  is  in 
much  closer  relation  to  the  pregnancy  than  in  the  tubo- 
abdominal  form.  It  is  often  intimately  incorporated  with 
one  side  or  aspect  of  the  sac,  as  it  so  often  is  in  other  intra- 
ligamentary  tumours  when  these  form.     In  spite,  however. 
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of  this  the  solid  thickness  of  its  body  traced  upwards  from 
below,  the  undeveloped  state  of  the  cervix,  and  the  palpable 
emptiness  of  its  cavity,  all  emphasised  more  strongly  the 
nearer  the  pregnancy  approaches  to  term,  will  hardly  fail 
to  guide  the  observer  to  a  right  conclusion.  If  the  sound 
be  used  to  confirm  that  opinion  it  must  be  remembered 
that  the  uterus  is  often  greatly  stretched  by  the  growth  of 
the  pregnancy,  but  there  will  be  no  free  movement  of  the 
sound  within  the  cavity  of  the  uterus.  As  already  stated, 
regular  contractions  and  relaxations  of  the  sac  are  strongly 
suggestive  of  an  intra-uterine  position.  Whether  these  ever 
occur  in  a  ligamentary  sac  containing  some  muscular  struc- 
ture is  doubtful.  This  is  a  point  which  requires  further 
observation. 

(2)  Pregnancy  in  one  half  of  a  double  uterus  is  only 
perplexing  to  those  who  have  no  knowledge  of  the  con- 
dition. The  double  cervix  seen  through  a  vaginal  speculum 
will  at  once  suggest  the  possible  explanation  of  any  ab- 
normality, and  the  non-pregnant  uterus  can  be  isolated  from 
the  pregnant  one  by  passage  of  the  sound. 

(3)  Pregnancy  in  one  horn  of  a  bicornuate  uterus  is 
more  difficult,  especially  if  the  non-pregnant  horn  be  con- 
sidered to  be  the  body  and  fundus  of  the  uterus.  The  con- 
dition (like  the  preceding)  is  a  very  rare  one,  but  so  also 
is  an  extra-uterine  pregnancy  to  the  ordinary  accoucheur. 
If  no  serious  symptoms  are  present  and  labour  appears  to 
be  proceeding  as  usual,  the  child  in  one  horn  of  a  bi- 
cornuate uterus  will  probably  be  born  without  difficulty. 
In  some  of  these  cases,  however,  there  is  no  perfect  com- 
munication between  the  pregnant  horn  and  the  cervix,  and 
when  this  is  the  case  the  birth  of  the  child  is  quite  as 
impossible  without  operation  as  it  is  in  true  extra-uterine 
pregnancy. 


In  all  extra-uterine  pregnancies  which  go  to  term  there 
is  a  more  or  less  well-marked  period  of  false  labour,  and 
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with  this  we  have  certain  warnings,  opportunities,  and 
signs  which  should  be  of  special  interest  to  the  accoucheur. 
The  latter  is  usually  sent  for  on  the  supposition  that  labour 
is  beginning,  and  it  is  of  very  great  importance  that  this 
opportunity  for  diagnosis  and  advice  should  not  be 
neglected.  Whenever  the  cervix  is  found  to  be  small 
and  somewhat  displaced  and  to  have  no  proportionate 
relation  to  the  history  and  symptoms  of  a  full-term 
pregnancy,  the  case  should  be  thoroughly  investigated  and 
a  full  examination  made.  Especially  care  is  necessary  that 
the  complaint  of  the  patient  be  not  lightly  dismissed  as 
simply  a  "false  alarm."  In  extra-uterine  pregnancy  the 
"pains"  are  abdominal  and  are  chiefly  connected  with 
the  movements  of  the  foetus.  They  are  probably  accom- 
panied by  some  vaginal  discharge  and  sometimes  by  the 
expulsion  of  membrane.  The  pains  last  for  several  days, 
often  preventing  sleep.  Finally  they  cease — cease  suddenly 
— ^and  the  movements  of  the  child  are  no  longer  felt.  Soon 
after  the  breasts  enlarge  and  temporarily  fill  with  milk,  but 
no  encouragement  being  aflForded  to  its  flow,  the  draught 
soon  ceases.  All  symptoms  directly  connected  with  the 
pregnancy  (except  the  enlargement  of  the  abdomen)  per- 
manently subside  and  the  patient  either  enjoys  a  moderate ' 
amount  of  health  and  resumes  her  usual  duties  carrying 
her  dead  child  with  her,  or  septic  changes  occur  within 
the  sac,  rigors  and  fever  follow,  and  the  patient  drifts  into 
a  "  typhoid  "  state  from  which  nothing  but  the  removal  of 
the  putrid  contents  of  the  sac  can  rescue  her. 


This  brings  us  to  the  consideration  of  the  second 
division  of  full-term  extra-uterine  pregnancy — viz.,  when 
the  child  is  dead.  In  tubo-abdominal  pregnancy  the  child 
is  in  all  cases  so  easily  distinguished  that  notwithstanding 
all  movement  is  lost  there  is  but  little  real  difficulty  in  the 
•  diagnosis.  The  shape  of  the  abdominal  tumour,  and 
especially  the  detection  of   the  foetal  limbs  through  the 
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abdominal  parietes,  combined  with  the  evidence  of  an 
empty  uterus,  will  in  all  cases  establish  the  nature  of  the 
case.  The  differential  diagnosis  from  intra-uterine  preg- 
nancy, which  before  "  term  "  and  when  the  child  was  living 
we  found  to  be  of  first  importance,  is  now  (probably)  no 
longer  necessary  and  the  diagnosis  is  correspondingly 
lightened.  But  in  the  tubo-ligamentary  pregnancy,  and 
especially  in  the  posterior  ligamentary  form,  the  diagnosis 
is  often  rendered  exceedingly  obscure  and  difficult  by  the 
death  of  the  foetus,  the  more  so  when  several  months  have 
elapsed  since  its  life  was  ended.     Menstruation  may  have 


Fig.  II. — External  configuration  of  the  abdomen  in  Case  4.  The  inner  circle 
near  the  umbilicus  marks  an  area  of  less  resistance,  within  which  it  was  possible 
to  palpate  the  foetus. 


been  re-established  and  the  patient  does  not  necessarily 
volunteer  the  slightest  information  which  would  direct 
the  mind  towards  the  causation  of  the  tumour.  There 
is,  of  course,  no  foetal  heart-beat,  no  foetal  movement,  no 
placental  souffle^  the  patient's  breasts  have  lost  all  indica- 
tion of  a  pregnant  state,  and  if  septic  disturbance  has 
already  taken  place  the  patient  may  be  in  no  condition  to 
answer  intelligently  the  questions  of  the  examining  surgeon. 
There  is  nothing  but  the  large,  fixed  abdominal  tumour, 
the  nature  of  which  may  be  hidden  by  the  thickness  of  its 
walls  (fig.   11).     The  suspicion  of  pregnancy,  while  the 
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tumour  was  forming,  if  alluded  to,  is  so  common  among 
all  women  with  gradual  abdominal  enlargement  that  its 
significance  is  very  easily  unrecognised.     No  class  of  case 
may  require  more  painstaking  patience  and  perseverance 
in  its  investigation.     Little  by  little,  however,  the  history 
of  the  pregnancy  may  be  gathered.     The  nine  months' 
slow  enlargement  of  the  abdomen,  the  amenorrhcea,  the 
foetal  movements   (?),  the  spurious  labour  or  something 
corresponding  to   it,   the    history  of    the  breast-signs,  all 
should  be  inquired  after  and  their  presence  or  absence 
noted.     Sometimes,  on  deep  palpation  of  the  tumour,  one 
may  feel  the  resisting  body  of  the  foetus  after  displacement 
of  the  fluid  which   surrounds  it — a  valuable  sign,  which 
can  only  be  simulated  by  a  solid  tumour,  probably  papillo- 
matous or    malignant,   floating    in  a  cystic  cavity.     The 
differential  diagnosis  under  these  conditions  will  be  from 
ovarian  tumour — simple,  suppurating,  or  malignant.    The 
mimicry  of  the  last  condition  to  extra-uterine  pregnancy 
with  retained  foetus  may  be  curiously  complete.     In  one 
case  on  which  I  operated  the  patient  had  a  large  abdominal 
tumour    which    had    been    forming    for    twelve    months. 
Menstruation  had  ceased  from  the  first  appearance  of  the 
tumour.      The    patient    considered    herself    pregnant    and 
prepared  for  the   birth   of  the  child.     The  medical  man 
was  engaged  for  the  confinement,  and  at  the  end  of  nine 
months  some  kind  of  spurious  labour  (or  what  was  taken 
for  such)  undoubtedly  took  place,  but  no  child  was  born. 
When  I  saw  her  some  three  months  later  she  had  rapidly 
emaciated,  there   was  evening  pyrexia,  and  the  abdomen 
was  greatly  distended  by  an  irregular  tumour,  more  marked 
on   one  side    of    the  body.      On    vaginal    and  bimanual 
examination   the   uterus  was  found  to  be  independent  of 
the  tumour  and  empty,  and  on  palpation  in  the  pouch  of 
Douglas  the  finger,   after  displacing  fluid,  felt  two  solid 
bodies  which  resembled   the  feet  and  ankles  of  a  foetus 
at  full  term.    At  the  operation  there  was  malignant  tumour 
of  both   ovaries  with   localised  ascites  and  two  movable 
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malignant  nodules  floating  in  the  pouch  of  Douglas.  In 
difficult  cases  the  evidence  may  be  insufficient  to  warrant 
a  certain  single  diagnosis,  but  it  should  be  sufficient  to  offer 
an  alternative  selection,  and  to  guard  the  surgeon  from  any 
unpleasant  surprises  or  difficulty  after  opening  the  abdomen. 
The  clinical  diagnosis  of  tubo-uterine  or  interstitial  preg- 
nancy is  an  impossibility.  The  nearest  approach  to  it 
which  can  be  made  is  to  recognise  that  in  this  form  rupture 
takes  place  from  the  second  to  the  fourth  month,  that  this 
is  signalised  by  diffuse  internal  bleeding  as  in  the  worst 
cases  of  early  rupture,  and  that  hitherto  this  has  always 
proved  fatal.  There  is  an  inter-operative  diagnosis — the 
quick  recognition  of  the  pathological  condition  present — 
which  may  be  assisted  by  the  consideration  already  given 
to  the  affection  itself  and  by  the  study  of  all  known  speci- 
mens. The  recognition  of  the  special  form  of  distortion 
or  asymmetry  produced  in  the  uterus  by  its  presence  is  the 
only  point  of  practical  importance.  Its  bearing  on  quick 
operative  action  will  be  considered  under  "  Treatment." 
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1891 


July  X3th, 
189X 


Jan.  aptb, 
1892 


Apnl  3othf 
1893 


July4lh, 
189a 


Sept  X5th, 
189a 


Oct.  nth, 
1892 


Jan.  6tb,  1893 


Place. 


Women's 

Hocpital, 

Binningham 

Da 


Present. 


Dr.  S.  T.  Ricketu 

>r.S.A.)and 
r.  A.  Clark 


Wolverbamp* 

ton  Hospital 

for  Women 


Private 
Hospital 


Women's 

Hospital, 

Birminghaim 


Patient's 
Home 


Women's 

Hospital, 

Birmingham 


Do. 


Do. 


Do. 


Private 
Hospital 


Mr.  F.  H.  Maberly, 

Dr.  Baker,  and 
Dr.  Eccles(U.S.A.) 


Dr.  Lycett,  Dr.  C. 

Smith,  and 

Dr.  Hubbenty 


Dr.  L.  Phillips  and 

Dr.  Robinson 

(U.S.  A.) 


Particulant. 


Large  foetus  and  pla- 
centa ^rom  3  to  4 
months) 

Large  unruptured  tube 
containing  mole 


SequeL 


Dr.  Bull  and 
Dr.  Melson 


Dr.  Bemairs  and 
Dr.  Phillips 


Dr.  Melson 


Removal  of  child ;  re- 
moval  of  placenta 


Cyst    of    Pre£pancy 
sewn  to  incbion 


Dr.  Phillips 


Dr.  PhilUps 


Dr.  Phillips, 

Dr.  Williams, 

Dr.  Edge, 

Dr.  De  la  Ch^rois, 

and 
Mr.  Addenbrooke 


Right  tubal  mole^  un- 
ruptured, in  middle 
portion  of  tube ;  ab- 
domen reopened  for 
obstruction 

Left  tube  ruptured, 
removed ;  diffuse  hae- 
morrhage 


Right  tubal  pregnan- 
cy, with  encapsulated 
Ksematooele  (unrup- 
tured) 


Right  tubal  mole ; 
tube  unruptured ; 
haematocele  partly 
encapsulated 


Right  tubal  pregnan- 
cy removed ;  free 
hsmorrhaee ;  tube 
unruptured  ;  rupture 
of  haematocele 


Right  broad  ligament 

pregnancy;  free 
bleedmg;  pulse  156 


Vaginal  section  and 
clearing  out;  drain- 
age 


Left    hospital 

March  a8th ; 

recovery 

Left 

June  38th; 

recovery 


Left 
Oct.  4th ; 
recovery 


Left  April 

xoth,  X891 ; 

recovery ; 

subsequent 

normal 
pregnancy 
and  good 

delivery 

Left 

July  asth ; 

recovery 


Recovery 


Left 

May  8th ; 

recovery 


Left 

July  x8th ; 

recovery 


Left 
Oct.  8th ; 
recovery 


Left 

Nov.  13th ; 

recovery 


Left 
Jan.  23rd, 

1893; 
recovery 


Table  of  Cases  of  Extra- 
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13 


97 


»3 


23 


»4 


3a 


•8 

I 


4yra. 


4  y». 


X4  yn. 
(second 
time  for 

syn.) 


«5 


35    >lyn. 


i 


xmts- 

oum* 

age 


a(pre- 
ma> 
ture) 


rati 


mths. 


ii 


0) 


9  weeks 


5  weeks 


16 


17 


32      jyn. 


97 


iS 


39 


>9 


a? 


20 


27 


syrs 


6yn. 


iyear 


Byzs. 


zmiS' 

carri- 

age 


L. 


rati 
ago 


0) 


5  weeks 


i< 


Regu- 
lar' 


0 


IX  weeks 


Signs. 


Tender 


hard 
behixKi 


atertis 


Fixed  tense 
elon  gated 
tamoar  be- 
hind uterus 


Mass  behind 
uterus  reach* 
ing  above  half 
way  to  ttin> 
bilious 


Mass  to  left  of 

Cubes  and  be- 
ind     uterus, 
tender,  fixed 


Hard  mass   to 
right  of  uterus 


Small  mass  be< 
hind  uterus ; 
abdomen  dis- 
tended, soft, 
fluctuating 


Large  round 
cyst,  reaching 
above  pubes  in 
front  01  uterus 


Large  tender 
mass  behind 
and  to  left  of 
uterus 


Mass  left, 
lateral,  in/ratU 
0/  uterus,  ex- 
tending above 
left  groin 


Sjrmploais. 


Sudden  abdominal 
pain  <  weeks  be- 
fore, followed  by 
irregular  loss  ;  no 


111    xo  wedcs   with 
abdominal  pain 


Sudden  severe  ab- 
dominal pain  xo 
days  before  opera- 
tion ;  oontinnoas 
loss  for9  weeks 


Loss  for  5  weeks; 
seised  with  sudden 
pain  a  weeks  ago ; 
"  bent  double  with 
it" 


Irregular  loss  for  3 
months 


Irregular  loss  for  5 
weeks;  acute 
aeisure  of  abdo- 
minal pain  6  days 
before  operation; 
much  wone  for  la 
honn 


"  Inflammation 
years   ago": 
acute    attack 
abdominal 
and     sicknei 
weeks  ago 


3 

an 

of 
pain 
I     3 


Pain  in  left  ude 
ever  since  mis- 
carriage ;  unable 
to  walk  or  work 


Violent    abdominal 
pain  9  weeks  ago ; 
pain   ever    since 
preventing  sleep 


tubal 


Tubal 


RopKiired 
tubal 


Ruptured 
tubal 


atooele 


Tnoe  of 
albnainaiii 


Myoma 


Ruptured 
tubal 


Mitral  re- 


monaor 

first  nocioed 

after 


Ovarian 


Tubal 


Tubal 

pregnancy 

and  ncmato- 

ode 


Uterine  Pregnancy — (continued). 


13 


Medical 
Attendant. 


Mr.  Jepbcott 


«3 


"4 


Dr.  T.  A. 
Brown 


I>r.  S.  S.  Dunn 


15 


Dr.  A.  Clark 


16 


Mr.  J.  J.  Hues 


17  I     Dr.  O.  Shaw 


b8      Dr.  Cranstoun 


«9 


Mr.  Clarlcson 


Dr.  Pnrslow 


Date  of 


Jan.  19th, 
1893 


June  6tb, 
1893 


July  X5ih, 
X893 


Jan.  3oCh, 
1894 


FeB.  i5tb, 
1894 


May  X9th, 

1894 
(s.o  a.m.) 


Sept.  4th, 
1894 


Dec  ist, 
1894 


Dec  X4th, 
1894 


Place. 


Private 
Hospital 


Women's 

Hospital, 

Birmingb 


Do. 


Do. 


Do. 


Patient's 
Home 


Private 
Hospital 


Do. 


Women's 

Hospital, 

Birmingham 


Present. 


Dr.  Phillips 


Dr.  Phillips, 

Dr.  Martin, 

Mr.  Jordan, 

and  Dr.  Collins 

Dr.  Phillips, 

Dr.  Martin, 

Mr.  Jordan, 

and  Dr.  S.  S.  Dunn 


Mr.  Jordan  and 
Dr.  Edge 


Mr.  Jordan  and 
Dr.  Martin 


Mr.  Jordan 


Mr.  Jordan 


Mr.  Jordan 


Particulars. 


Right  tubal  preg> 
nancy ^  removed; 
tube  itself  unrup- 
tured ;  rupture  of 
hematocele 


Unruptured  mole  of 
left  tube  removed; 
hematocele 


Right  tubal  pregnancy 
removed ;  tulw  itself 
unruptured,  but  re- 
cent  rupture  of  large 
hematocele  about 
fimbriated  end  of 
tube 


Left  tubal  mole  and 
hematocele  with 
peripheral  adhe< 
s  i  o  n  s ;  mole  at 
outer  end  of  tube; 
rupture  of  tube,  clot 
protruding 

Old  right  tubal  preg- 
nancy unruptured 


Right  tube  (ruptured) 
removed;  diffuse 
hemorrhage 


Right  ovarian  der- 
moid ;  left  tubal 
pregnancy  (unsus- 
pected); foetus  well 
formed 


Left  tubal  pregnancy 
and  ^  hematocele ; 
peripheral  adhe- 
sions ;  tube  probably 
unruptured  ;  fimbri- 
ated end  widely 
opened  out 

Left  tubal  pregnancy; 
mole,  hematocele ; 
large  tube  distended 
throughout  with 
blood  and  blood  clot; 
fimbriated  end  very 
thin  but  unruptured; 
bleeding  mainly  con- 
fined by  adherent 
omentum 


SequeL 


Left 
Feb.  3rd ; 
recovery 


Left 

June  ajth  ; 

recovery 


Left 

Aug.  and  ; 

recovery 


Left 
Feb.  xQlh,. 

1894; 
recovery 


Left 

March  1st ; 

recovery 

Recovery; 
subsequent 

normal 

pregnancy  ; 

delivery 

July  8th, 

1896 

Left 
Oct.  sth  ; 
recovery 


Left 

Dec  z9th; 

recovery 


Left 
Jan.  and, 

1895; 
recovery 
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31 
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22 


32 


23 


30 


isyzs. 


c 
S 


M 

e 


xo 


zoyrs. 


IS 

-I 
if 


14  weeks 


za 


24 


35 


25 


30 


iycar 


a6 


35 


«7 


42 


I  mis* 

• 

cam* 

ages 

years 

ago 


Z4  weeks 


weeks 


14 


6  weeks 


weeks 


X4yr5. 


zByrs. 


a 


I 


X  mis- 
carri- 
age 8 
years 
ago 


28 


28 


29 


40 


7yrs. 


i9yrs. 


X2 


3  mis- 
carri- 
ages, 

last 

6 

years 

ago 


4} 


8  weeks 


3  months 


8  weeks 


8 


Signs. 


Mass  on  right 
side  of  lower 
abdomen  and 
behind  uterus, 
tender,  fixed 


Large  hard  mass 
on  left  ude 
of  abdomen 
above  left 
groin   and   in 

6  ouch        of 
'ouglas 


Boggy  mass 
i  n  Douglas' 
pouch ;  abdo- 
men distended 


Mass   above 

gubes  and  be- 
ind  uterus 


Sym|itoms. 


Abdominal  pain, 
vomiting,  and  dis- 
tension 


Irregular 


Abdominal  paio,  in 
bed  6  weeks;  his- 
tory ot  3  fails  (a 
in  street) 


Blanching;  pulse 
X50 ;  symptoms  of 
internal  bleeding 


Abdominal  pain  for 
I  month  prevent- 
ing sleep ;  loss  fur 
6  weeks 


Bo^gy  mass!  Symptoms  of  inter 


filling^  pouch 
of  Douglas ; 
abdomen  dis- 
tended 


Hard,  tender 
mass  behind 
and  to  right  of 
uterus 


Mass  to  ri^ht 
of  and  behind 
uterus 


Mass  behind 
and  to  right 
of  uterus 


nal  bleeding; 
blandiin^ ;  abdo- 
minal pain ;  pulse 


xac 


Abdominal  pain, 
worse  on  sitting; 
temperature  xoo^ 
F. 


Great  pain  in 
lower  abdomen 
and  pelvis  for  6 
weeks 


Cystic  mass 
behind  and  to 
right  of  uterus; 
hard  lump  be- 
low this 


Abdominal  pain 
getting  worse  for 
X  month ;  unable 
to  do  anything 


Pain  in  abdomen, 
worse  on  walking 
or  defsecation 


Diagnosis. 


Reosrks. 


Tubal  pteg- 
nancy; 


Tubal  preg- 
nancy; 
harmatncdc 


BIDiinSBd 

janiKlioe 


Ruptured 
tubal 


Tubal 
prq^najicy 


Ruptured 

tubal 
pregnancy 


Tubal 


Tubal 
pregnancy 


Tubal 
pregnancy 


Right 
ovarian 
cystoma 


Uterine  Preg^a^cy— (continued). 


o 


>i 


Medical 
Attendant. 


Mr.  Greene 


3a 


Mr.  Clarksoo 


'3 


Dr.  ShiUito 


«4 


Mr.  Wood 


35 


Dr.  Utteltoo 


26 


Dr.  T.  A.  Brown 


Dr.  Welsh 


a8 


29 


Dr.  A.  Clark 


Mr.  Adden. 
brooke 


Date  of 
Operation. 


Jan.  97th, 
X895 


March  33rd, 
189s 


Jnly  x5th, 
1895 


July  x8th, 
1895 


Nov.  30th, 
1895 


Dec.  3rd, 
X895 


Dec.  3tit, 
1895 


Feb.  ist, 
Z896 


Feb.  28th, 
Z896 


Place. 


Stratford 
Hospital 


Women's 

Hospital, 

Birminghun 


Patient's 
Home 


Women's 

Hospital, 

Birminghsim 


Patient's 
Home 


Private 
Hospital 


Women's 

Hospitsl, 

Binningfaam 


Do. 


Da 


Present. 


Biir.  Greene, 

Dr.  Nason,  and 

Mr.  Lnplon 


Mr.  Jordan  and 
Dr.  Edge 


Mr.  Jordan  and 
Dr.  ShUlito 


Mr.  Jordan 


Mr.  Gamgee  and 
Dr.  Littleton 


Dr.  T.  A.  Brown 
and  Mr.  Jordan 


Mr.  Jordan 


Mr.  Jordan  smd 
Dr.  Martin 


Mr.  Jordan  and 
Mr.  Savage 


Particulars. 


Right  tubal  pregnan- 
cy and  hsematocele; 
removal ;  tube  nip. 
tured ;  3  months* 
foetus  well  developed 


Right  tubal  pregnan- 
cy, ruptured,  and 
hasmatooele  removed 


Left  tubal  pregnancy ; 
early  rupture  near 
uterus;  large  vesseb; 
both  appendages  re- 
moved ;  right  ovary 
cystic 

Ruptured  broad  liga- 
m  e  n  t  pregnancy  : 
hematocele  cleared 
out  and  drained ;  big 
hole  in  ligament 

Left  tubal  pregnancy ; 
early  rupture  close 
to  uterus ;  abdomen 
full  of  blood 


Broad  ligament  preg- 
nancy and  hsemato- 
cele; vaginal  incision 
as  well  as  abdominal 
section 


Right  tubal  mole  and 
hsematocele ;  tube 
unruptured ;  typical 
specimen  with  ro- 
sette of  fimbria!  at 
bottom  of  hsemato- 
cele 


Ruptured  broad  liga- 
ment hematocele ; 
free  blood  in  abdo- 
men ;  big  hole  in 
ligament  to  right  of 
uterus  ;^  cleaned  out 
and  drained 


Cyst  of  right  ovary 
with  ruptured 
pregnancy  of  ri^ht 
tube ;  ^  rupture  sue 
of  a  sixpence  quite 
at  uterine  end 


Sequel 


Left 

March  x8th ; 

recovery 


Left 

April  x6th ; 

recovery 


Recovery 


Left 

Aug.  xTth; 

recovery 


Died 
Dec,    ijih 


Left 

Dec  26th; 

recovery 


Left 
Jan.  aoth, 

1896; 
recovery 


Left 

Feb.  14th ; 

recovery 


Left 

March  34th ; 

recovery 
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31 


23 
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97 


yyn. 


33 
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c 
t 
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34 


36 


35 


37 


Syrs.; 
X  year 


27 


9yr5. 


37 


37 


i7yr». 


amis- 
carri- 

last 

muis. 
ago 


a 


c.S 
Si: 


O 


xo  weeks 


4  months 


la  vaths. 


10  weeks 


7  weeks 


10  week 


o 


Signs. 


Large  ma-ss  be- 
hind aierus, 
not  adherent 


Symptoms. 


Cystic  mass 
to  left  of 
uterus  with 
hard  lump  at 
highest  part 


Hard  mass  on 
left  side  of 
lower  abdo> 
men,  one  with 
uterus 


Child  felt  in  ab- 
domen; uterus 
empty 


Mass  in  lower 
abdomen  and 
behind  uterus, 
very  tender ; 
dktension 


Left  lateral 
tumour  push- 
ing  uterus  to 
right ;  tender, 
fixed 


111  defined 
tumour  felt 
above  right 
groin,  pushing 
uterus  to  left 


Tumour  at- 
tached to  left 
side  of  uterus 
at  fundus 


Irregular  loss  for  7 
wcdcs ;  5  or  6  at- 
tacks of  abdominal 
pain 


Diagnosis. 


Amenorrhoea  5 
weeks  followed  by 
irr^ular  loss: 
pain  in  left  side  of 
abdomen  and  rec- 
tum 


Continuous  loss  for 
4  months;  severe 
abdominal  pain 
for  some  weeks; 
acute  pain  4  days 


Losing  for  7  weeks ; 
passage  of  deddua 
5  weeks  ago 


Symptoms  of  inter- 
nal  bleeding, 
vomiting,  fwnt* 
ness 


Abdominal  pain ; 
temperature  from 
99°  to  100"  F. ; 
amenorrhoea  5 
weeks  followed  by 
irregular  loss 


Losing  for  4  weeks ; 
sjrmptoms  as  of 
ordinary  miscarri- 
a|;e  at  first ;  cer- 
vix dilated  by 
medical  atten- 
dant ;  severe  ab- 
dominal  pain 
afterwards 


Losing  for  7  weeks ; 
sent  mto  hospital 
as  case  of  uterine 
cancer 


Tubal  preg- 
nancy and 


Left  ovarian 

cystoma  or 

tubal  pr^- 

nancy 


Tubal 
pregnancy 


RcauHcs. 


fiiwaptotiae 
ofadmissioa 


Abdominal 
pregnancy 


Ruptured 
tubal 


latooele 


Tubal 
pregnancy 

with 
hematocele 


Right  tubal 
pregnancy 


Myoma 


Mankd 
twice;  »i 

umeose 
year  ootT 


No  WsttTT^ 
deddua 


Lacerat*« 

sndhrP^" 

trophy  »* 

cervu 
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2; 


31 


32 


Medical 
Attendant. 


Mr.  J.  D.  Price 


Mr.  Trout 


W.  T. 


33 


Mr.  Clarluon 


34    Dr.  T.  A.  Brown 


3S 


Mr.  Tigbe 


Date  of 
Operation. 


April  aand, 
1896 


May  8tb, 
1896 


Sept.  zoth, 
Z896 


Dec.  nth- 
Z896 


Jan.  aand, 
1897 


Feb.  X3th, 
X897 


36 


37 


Mr.  Clarksoo 


Mr.  H.  K. 

Bradbury 


Oct.  astb, 
X897 


Dec  zstb, 
X897 


Place. 


Women's 

Hospital, 

Birmingbam 


Do. 


Do. 


Da 


Patient's 
Home 


Private 
Hospital 


Women's 

Hospital, 

Birmingbam 


Do. 


Present. 


Mr.  Jordan  and 
Air.  Price 


Mr.  Jordan 


Mr.  Jordan  and 
Dr.  Edge 


Mr.  Jordan  and 
Dr.  Martin 


Mr.  Jordan  and 
Dr.  T.  A  Brown 


Mr.  Jordan  and 
Mr.  Tigbe 


Mr.  Jordan 


Mr.  Jordan 


Particulars. 


Ruptured  rigbt 
tubal  pregnancy ; 
baematocele  with 
peripheral  a  d  h  e  • 
sions;  removal 


Cyst  of  left  ovary 
with  tubal  preg- 
nancy perched  on 
top ;  tube  unrup- 
tured 


Early  interstitial 
pregnancy;  left 
comu  of  uterus  and 
tube  dilated  into 
laige  blood  sac ;  liga- 
tured off  from  the 
uterus  in  four  sec- 
tions 


Child    and    placenta 
removed 


Left  tubal  pregnancy ; 
very  large  mole  at 
extreme  outer  end  of 
tube ;  tube  probably 
unruptured;  free 
haemorrhage  into 
abdomen 


Left  tubal  pregnancy 
with  encapsulated 
hsematocele ;  rup- 
ture of  tube;  preg- 
nancy near  uterine 
end 


Tube    ruptured 
placenta  protruding 


Vaginal  section  and 
vaginal  hysterec- 
tomy ;  removal  of 
fvegnancy ;  tube  un- 
ruptured ;  bleeding 
from  abdominal 
ostium 


Sequel. 


Left 
May  8th ; 
recovery 


Left 

May  33rd ; 

recovery 


Left 

Sept.  aSth  ; 

recovery 


Left 
Jan.  a6lh, 

1897; 
recovery 


Recovery 


Left 

March  7th ; 

recovery 


Left 

Nov.  15th ; 

recover}' 


Lefc 
Jan.  xst, 

1898; 
recovery 


412  Original  Communication 


Treatment, 

The  treatment  of  extra-uterine  pregnancy  is  essentially 
operative.  This  fact  is  set  forth  very  strongly  in  the  well- 
known  assertion  of  Werth,  who  declares  that  "ectopic 
gestation  must  be  considered  as  a  malignant  new  growth, 
and  therefore  should  be  removed  by  operation  at  every  stage 
of  its  development."  This  is  a  sweeping  assertion,  and  one 
or  two  exceptions  must  be  made  to  it.  For  example,  in  the 
latter  half  of  a  tubo-abdominal  or  tubo-ligamentary  preg- 
nancy, when  no  sign  of  danger  is  present,  it  may  be  better 
practice  to  wait  for  operation  until  a  time  at  or  about  the 
usual  period  of  delivery,  when  the  child  is  viable  and  strong, 
than  to  operate  earlier  when  the  life  of  the  child  is  certain 
to  be  sacrificed.  Some  surgeons  have  advised  that  we 
should  go  beyond  this  and  wait  for  operation  until  after 
the  death  of  the  child,  so  as  to  have,  if  possible,  a  less 
vascular  placenta  to  deal  with.  For  my  own  part,  in  all 
cases  of  later  extra-uterine  pregnancy,  with  a  living  foetus 
and  without  any  special  sign  of  imminent  danger,  I  would 
choose  whenever  practicable  the  most  convenient  date  in 
the  ninth  month  on  which  to  operate.  I  would  not  wait  for 
any  sign  of  spurious  labour  or  seek  after  exact  corres- 
pondence with  the  natural  term,  but  I  would  endeavour  to 
perform  the  operation  under  the  best  conditions  for  both 
lives  concerned.  Again,  occasionally,  here  and  there,  a  case 
of  ruptured  tubal  pregnancy  or  of  tubal  mole  with  peri- 
tubal haematocele  recovers  without  operation,  and  the  fact 
must  be  recognised  and  dealt  with.  I  have  seen  five  or  six 
cases  of  such  recovery,  and  there  could  be  no  doubt  of  the 
genuineness  both  of  the  disease  and  of  the  recovery ; 
indeed,  in  one  of  these  cases,  as  we  have  seen,  the  rupture 
in  the  tube  and  the  traces  of  the  old  haematocele  were 
plainly  visible  on  opening  the  abdomen  some  two  years 
later.  If  my  own  experience  can  be  regarded  as  at  all 
general  or  typical,  this  would  give  a  proportion  of  about  5 
per  cent,  of  all  cases  observed  which  may  be  expected  to 
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terminate  by  process  of  natural  recovery.  Is  there  anything 
to  mark  these  cases  out  from  all  the  rest?  Not  much,  I 
think,  for  the  swelling  of  the  tube,  followed  by  the  further 
tumour  of  the  hasmatocele,  the  acute  attack  of  abdominal 
pain  and  the  peritonitic  sequel,  may  all  be  quite  as  marked 
as  in  the  majority  of  cases.  But  if  the  case  recovers  with- 
out operation  the  pregnancy  is  usually  destroyed  by  the  first 
(and  only)  bleeding,  and  the  haemorrhagic  discharge  from 
the  uterus,  which  during  the  period  of  abdominal  haemor- 
rhage and  pain  has  probably  been  irregularly  abundant, 
absolutely  ceases  with  the  definite  termination  of  the  preg- 
nancy and  beginning  of  absorption,  and  the  patient  becomes 
free  from  pain.  Under  these  circumstances  cessation  of 
growth,  cessation  of  haemorrhage,  cessation  of  pain — not- 
withstanding the  pelvic  tumour  of  the  distended  tube  and 
haematocele — it  may  be  right  to  withhold  operation  and 
give  the  patient,  by  rest  in  bed,  by  a  liberal  but  non-stimu- 
lating diet,  and  by  attention  to  all  excretory  functions,  an 
opportunity  of  natural  cure.  It  is  worthy  of  note,  however, 
that  this  natural  cure  is  rarely  very  satisfactory,  and  that  it 
contrasts  somewhat  unfavourably  with  operative  methods. 
It  requires  many  weeks  or  even  months  of  rest  for  complete 
absorption  to  take  place,  and  at  the  close  of  the  process  the 
distortion  and  fixity  of  adjacent  organs  (due  to  the  pro- 
longed presence  of  the  haematocele)  may  still  be  marked  and 
possibly  permanent.  In  some  cases,  too,  the  foetus  may 
have  arrived  at  a  stage  of  development  in  which  complete 
absorption  is  impossible,  and  if  so,  although  apparent 
recovery  should  follow,  there  may  be  no  finality  about  it. 
Months  or  years  afterwards  suppuration  may  occur  about 
the  retained  foetus,  and  the  evils  connected  with  this  prove 
very  much  greater  than  those  encountered  at  the  earlier  dis- 
turbances. Finally,  in  all  cases  the  danger  of  waiting — ^the 
danger  of  temporising  when  any  symptom  of  collapse  or 
pain  is  present — should  be  thoroughly  recognised  and 
appreciated.  So  far  as  we  know  at  present,  if  5  patients 
may  possibly  weather  the  storm  by   months  of    rest  95 
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patients  will  die  if  surgical  aid  is  withheld.  Now,  what  is 
the  prospect  or  prognosis  after  surgical  treatment  ?  In  my 
own  series  of  cases  37  cases  of  all  kinds  are  reported  with 
36  recoveries  and  i  death.  In  Mr.  Tait's  list,  published  in 
1888,  we  find  42  cases  with  40  recoveries  and  2  deaths,  and 
in  Mr.  Mayo  Robson's  cases  recently  reported  23  cases  with 
22  recoveries  and  i  death.  I  have  some  reason  to  know 
that  while  these  results  are  all  very  good  they  are  not 
specially  exceptional.  If  I  turn  to  the  statistics  of  the  chief 
hospital  with  which  I  am  connected,  the  Birmingham  and 
Midland  Hospital  for  Women,  I  find  in  the  decade  from 
1886  to  1896  that  62  cases  of  ectopic  gestation  were  operated 
on  with  61  recoveries  and  i  death  ;  and  smaller  series  of 
cases  are  being  frequently  reported  in  the  medical  journals, 
none  of  which  show  any  high  mortality.  The  mortality  of 
all  cases  is  not  probably  more  than  5  per  cent. 


The  operative  treatment  of  extra-uterine  pregnancy  may 
be  considered  under  two  divisions — viz. :  (i)  operations  in  the 
earlier  half  of  pregnancy  ;  and  (2)  later  operations,  (i)  In 
the  first  we  must  consider — operations  for  diffuse  haemor- 
rhage and  operations  for  localised  tumour,  either  an  intact 
pregnancy  or  haematocele ;  and  (2)  in  the  second  division 
we  shall  have  to  deal  mainly  with  the  operative  delivery  of 
the  mother  at  or  beyond  the  period  of  term  under  tubo- 
abdominal  and  tubo-Iigamentary  pregnancy. 

(i)  Operation  for  diffuse  haemorrhage  may  be  required 
in — {a)  early  rupture  of  the  tube ;  (6)  later  rupture  of  the 
tube ;  (c)  intra-peritoneal  rupture  of  broad-ligament  preg- 
nancy ;  {d)  rupture  of  a  peri-tubal  haematocele  ;  and  {e) 
rupture  of  a  tubo-uterine  or  interstitial  pregnancy.  The 
operation  here  will  of  necessity  involve  abdominal  section. 
It  will  be  an  operation  of  emergency.  It  will  have  to  be 
done  at  the  patient's  home — very  possibly  at  night — under 
uncomfortable  conditions  and  often  without  skilled  assist- 
ance.    None  of  these  difficulties  must  be  allowed  to  excuse 
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any  laxity  in  surgical  asepsis,  and  therefore  the  operator 
must  himself  be  prepared  to  act  as  his  own  chief  assistant, 
and  by  order  and  method  reduce  his  dependence  on  others 
to  a  minimum.     Some  kind  of  operation  table  is  an  absolute 
necessity,  for  the  abdominal  cavity  will  need  washing  out 
with  warm  water.     Plenty  of  boiling  water  must  be  available. 
The  operator  arranges  his  portable  steriliser,  his  instruments 
and  his  sterilised  pads  (some  of  which  should  be  of  large 
size)  within  easy  reach  of  his  right  hand  so  that  he  can 
help  himself  to  an3rthing  he  wants.     No  time  must  be  lost. 
When  the  diagnosis  has  once   been   made  the  operation 
must  be  performed  at  the  earliest  possible  moment  con- 
sistent with  a  prepared  and  cleanly  entourage.    While  the 
patient  is  passing  through  the  later  stage  of  narcosis  the 
abdominal  wall  is  carefully  cleaned  with  soap  and  water  and 
afterwards  with  methylated  spirit.    The  incision — made  in 
the  middle  line — will  probably  at  once  disclose  some  con- 
firmation of  the  diagnosis,  the  black  colour  of  the  blood 
within  the  abdomen   showing  darkly  through   the  trans- 
parent peritoneum.    On  opening  this  blood  and  blood-clot 
pour  out  freely.    The  fingers  of  the  left  hand  are  inserted 
into  the  abdomen,  seize  the  uterus,  and  feel  at  once  for  the 
site  of  pregnancy,  the  source  of  bleeding.     If,  as  usually 
happens,  this  can  be  identified  by  touch  it  is  immediately 
withdrawn  out  of  the  abdomen,  the  parts  below  the  tube 
being  firmly  held  so  as  to  stop  any  further  bleeding.    The 
operator  then — with  his  disengaged  right  hand — takes  the 
needle  armed  with  ligature  silk  from  the  steriliser,  transfixes 
the  broad  ligament  below  the  tube,  with  Staffordshire  knot 
or  linked  double  ligature  ties  off  the  pregnant  tube  and 
finally  removes  it.    The  abdomen  is  now  thoroughly  washed 
out  with  blood-warm  water,  the  pelvis  is  specially  cleared 
of  blood-clot,  a  drainage  tube  is  placed  in  the  pouch  of 
Douglas,  and  the  abdominal  incision  is  closed.    After  the 
wound  is  dressed  a  binder  is  applied  tightly  round  the 
abdomen,  and  if  the  patient  be  nearly  pulseless  she  is  placed 
in  bed  on  an  inclined  bedstead  with  the  lower  extremities 
raised. 
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The  operation  itself  is  often  an  easy  one,  but  there  are 
difficulties  which  may  interfere  with  its  ready  perfonnance. 
The  most  important  is  the  impossibility  of  seeing  what  one 
has  to  do.  The  blood  continues  to  well  up  from  the  pelvis, 
and  vigorous  sponging  may  only  afford  momentary  glimpses 
of  the  pedicle  or  broad  ligament.  In  this  case  pouring  dear 
warm  water  over  the  wound  and  packing  some  of  the  lar^ 
pads  into  the  pelvis  and  round  the  afFected  tube  will  often 
prove  of  service.  Sometimes  this  difficulty  of  vision  has  a 
more  serious  bearing.  If  the  pregnancy  has  already  escaped 
from  the  ruptured  tube  it  may  be  no  easy  matter  to  detect 
which  is  the  affected  side  and  where  is  the  source  of  the 
haemorrhage.  Under  these  circumstances  the  temporary 
control  of  the  circulation  with  one  or  two  pairs  of  Doyen's 
lighter  elastic  forceps  will  allow  of  the  washing  out  of  the 
abdomen  and  enable  the  operator  to  search  for  and  to  find 
the  tubal  rent  without  fear  of  further  loss  while  the  search 
is  still  in  progress.  I  always  take  these  forceps  to  any 
abdominal  operation  of  emergency ;  their  pressure  can  be 
nicely  adjusted  so  that  intestine  even  need  not  suffer  any 
injury  in  their  temporary  grasp,  while  the  higher  grades  of 
pressure  are  sufficient  to  control  the  broad  ligaments  in  a 
case  of  hysterectomy.  Occasionally,  when  a  ligature  is 
difficult  or  impossible  to  place,  a  pair  of  these  forceps  may 
be  left  on  the  broad  ligament  or  on  the  side  of  the  uterus  at 
the  close  of  the  operation.  A  compression  of  from  eighteen 
to  twenty-four  hours  is  usually  sufficient.  In  diffuse 
haemorrhage  from  the  rupture  and  extrusion  of  a  tubo- 
ligamentary  pregnancy,  the  temporary  or  more  lasting  use 
of  forceps  may  be  of  signal  service.  The  bleeding  points 
may  be  entirely  hidden,  furnished  largely  by  branches  of 
the  uterine  artery ;  and  this  or  firm  plugging  with  iodoform 
gauze  may  be  the  only  way  of  arresting  the  haemorrhage. 
In  tubo-uterine  or  interstitial  rupture  with  diffuse  bleeding 
— a  condition  in  which  surgery  has  still  to  win  its  laurels  as 
victor — ^the  quick  recognition  of  the  condition  on  opening 
the  abdomen  will  be  the  first  element  of  success,  and  the 
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rent  on  one  side  in  the  upper  part  of  the  uterus  and  the 
different  levels  at  which  the  tubes  appear  to  enter  the  uterus 
should  guide  the  operator  to  a  quick  decision.  In  this  case 
the  uterus  should  be  drawn  out  of  the  wound,  two  trans- 
fixion pins  passed,  first  through  the  peritoneum  on  one  side 
of  the  incision,  then  through  the  uterus  well  below  the  tear, 
and  finally  through  the  peritoneum  of  the  opposite  side  (as 
in  the  method  described  by  myself  in  1893), a  "wire-clamp" 
applied  below  these,  and  the  latter  screwed  thoroughly 
"taut."  The  haemorrhage  is  then  absolutely  controlled, 
and  if  the  clamp  be  always  ready  for  use  the  time  occupied 
in  effecting  this  control  need  scarcely  be  longer  than  that 
which  has  been  used  in  briefly  describing  the  method.  The 
operator  can  wash  out  the  abdomen  through  the  upper  part 
of  the  incision  above  the  clamp,  doing  this  carefully  and 
thoroughly,  and  if  drainage  be  considered  necessary  the 
tube  can  be  adjusted  at  the  upper  angle  of  the  wound. 
When  the  latter  is  closed  the  clamp  is  again  screwed  up 
tightly,  the  parts  above  the  clamp  are  cut  off,  and  the  stump 
is  surrounded  with  iodoform  gauze.  The  only  caution  neces- 
sary to  mention  is  the  danger  of  any  slipping  of  the  broad 
ligament  out  of  the  grasp  of  the  wire  before  the  latter  is 
finally  tightened.  This  is  easily  avoided  by  transfixing  the 
broad  ligament  with  the  pins  or  by  holding  up  the  append- 
ages with  forceps  (if  these  are  removed)  and  by  screwing 
the  clamp  thoroughly  tight  before  the  parts  above  the  wire 
are  finally  removed. 

Washing  out  of  the  abdomen  in  a  simple  case  of  diffuse 
haemorrhage,  as  in  early  rupture,  can  often  be  done  by 
pouring  water  from  a  jug  directly  into  the  abdomen,  but  in 
such  a  case  as  I  have  been  considering,  and  in  a  patient 
with  a  deep  pelvis  containing  much  blood-clot,  the  use  of 
a  syphon  tube  is  more  handy  and  more  efficient.  By  this 
the  stream  of  water  is  carried  directly  to  the  lowest  part  of 
the  pelvis,  and  the  upward  returning  stream  washes  out  the 
blood-clot.  This  "  washing  out "  should  never  be  omitted 
in  cases  of  diffuse  bleeding.    Besides  cleansing  the  peri- 
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toneum  it  is  probably  a  means  of  conveying  some  fluid  into 
the  depleted  blood-stream,  and  this,  followed  (after  the 
operation  is  over)  by  a  nutrient  injection  containing  brandy, 
and  by  temporary  elevation  of  the  pelvis  and  lower  ex- 
tremities, is,  in  my  opinion,  more  useful  in  overcoming 
shock  and  in  restoring  the  pulse  than  is  any  attempt  at 
transfusion. 

In  diffuse  haemorrhage  the  quickest  and  directest  route  to 
the  bleeding  vessels  is  an  absolute  sine  qud  nan  of  operative 
treatment,  and  there  can  be  no  doubt  that  this  is  attained  by 
abdominal  section  above  the  pubes.  In  localised  haema- 
tocele  and  in  intact  extra-uterine  pregnancy  up  to  mid-term, 
other  methods  of  operation  may  be  employed  besides 
abdominal  section,  and  we  shall  have  to  consider  vaginal 
section  under  its  two  aspects  of  posterior  and  anterior 
cceliotomy  and  also  the  sub-peritoneal  incision  in  cases  of 
anterior  tubo-ligamentary  invasion.  In  true  retro-uterine 
haematocele,  in  which  the  pouch  of  Douglas  is  itself  dis- 
tended with  blood,  posterior  vaginal  coeliotomy — the  direct 
opening  of  the  pouch  of  Douglas  from  the  vagina — is 
obviously  the  proper  method  of  treatment,  and  no  surgeon 
would  probably  dream  of  any  other.  Under  this  condition 
the  operation  is  very  simple.  A  free  incision  is  made  in  the 
middle  line,  the  contained  blood  and  blood-clot  are  gently 
washed  out  by  a  stream  of  warm  water  carried  within  the 
cavity,  nothing  is  done  to  interfere  with  the  upper  limiting 
adhesions  or  roof  of  the  haematocele,  and  after  free  evacua- 
tion the  pouch  is  drained  by  a  tube  or  by  iodoform  gauze. 
In  peri-tubal  haematoceles  which  occupy  the  whole  or  a 
greater  part  of  the  pouch  of  Douglas  an  extension  of  the 
same  method  may  be  employed  with  advantage,  especially 
if  the  bulk  of  the  swelling  be  evidently  within  the  pouch  of 
Douglas.  In  this  case,  however,  every  aseptic  precaution 
is  just  as  necessary  as  in  an  abdominal  section,  and  before 
beginning  to  operate  the  hair  of  the  vulva  is  shaved  and  the 
vulva  and  vagina  are  thoroughly  cleansed  and  disinfected. 
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For  this  and  for  the  subsequent  operation  the  patient  is 
placed  in  the  "  lithotomy  "  position  on  a  good  table,  and  the 
vagina  is  kept  open  by  the  valuable  self-retaining  speculum 
of  Auvard.  The  surgeon  sits  facing  the  vulva  of  the 
patient,  and'there  should  be  a  good  light  directly  behind 
his  head.  The  patient  is  anaesthetised  previously,  and  is 
therefore  unconscious  before  any  of  this  preparatory  work 
is  begun. 

Operation. — ^The  uterus  is  steadied  by  volsella  applied  to 
the  posterior  lip  of  the  cervix  and  the  posterior  vaginal 
vault  is  opened  behind  the  uterus  with  scissors  curved  on  the 
flat.  On  reaching  the  pouch  of  Douglas  blood  and  bloody 
serum  will  probably  be  found  within  it.  There  are,  as  a 
rule,  no  adhesions  at  the  lowest  part  of  the  pouch.  On 
inserting  the  fingers  the  tumour  of  the  haematocele  will 
be  plainly  felt,  and  all  the  lower  part  of  it  may  be  very 
thoroughly  explored,  especially  if  the  disengaged  hand  be 
placed  on  the  abdomen  above  the  pubes  and  the  examina- 
tion of  the  mass  be  conducted  "  bimanually."  During  this 
examination  the  blood-clot  is  usually  broken  down  and  the 
main  part  of  the  haematocele  is  cleared  away  by  the  vaginal 
opening.  This  may  be  assisted  by  irrigation  from  within 
the  pouch  of  Douglas  if  the  opening  be  very  free  and  the 
return  current  unobstructed.  If  not  it  may  be  wise  to 
restrict  oneself  to  manual  or  digital  removal  only.  During 
the  process  the  remains  of  the  pregnancy  itself,  foetal  and 
placental  or  malar,  may  be  evacuted,  and  sometimes  the 
tube  containing  a  mole  of  pregnancy  may  be  detached  from 
its  adhesions,  brought  outside,  ligatured,  and  removed.  It 
is,  however,  rarely  necessary  to  do  this  or  to  strive  after  this 
unless  haemorrhage  be  still  going  on.  If  the  pouch  of  Douglas 
be  thoroughly  plugged  and  drained  by  a  thick  pledget  of 
iodoform  gauze  after  the  haematocele  is  broken  down  and 
cleaned  away,  nothing  more  is  needed  to  insure  the  con- 
ditions essential  for  the  safe  and  complete  recovery  of  the 
patient.  A  few  cautions  may  be  necessary  with  regard  to 
the  conduct  of  this  simple  operation.     It  should  be  an 
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operation  of  election  for  certain  cases — those  are  most 
favourable  for  its  employment  in  which  the  vagina  is 
capacious  and  the  tumour  is  mainly  posterior  to  the  uterus. 
The  bladder  should  be  thoroughly  emptied  immediately 
before  the  operation  is  begun.  No  violence  should  be  used, 
the  blood-clot  and  (Ubris  should  be  extracted  gently.  The 
gauze  drain  should  rest  one  half  within  the  peritoneal  cavity 
and  the  other  half  in  the  upper  part  of  the  vagina,  and  no 
portion  of  it  should  protrude  or  be  visible  at  the  vaginal 
entrance.  The  urine  is  better  withdrawn  by  the  catheter 
until  the  drain  is  removed  on  the  fourth  or  fifth  morning. 
Two  rare  but  disquieting  accidents  following  the  operation 
are  haemorrhage  and  severe  sacral  pain.  After  a  posterior 
vaginal  incision,  whether  in  this  operation  or  in  vaginal 
hysterectomy,  it  is  quite  possible  to  get  severe,  dangerous  or 
even  fatal  haemorrhage.  The  farther  away  the  incision  is 
from  the  cervix,  the  greater  appears  to  be  the  danger. 
Plugging  is  quite  sufficient  to  stop  the  ordinary  bleeding, 
but  in  some  cases  sutures  are  absolutely  necessary.  In 
introducing  the  tampon  of  gauze,  it  is  important  to  avoid 
pushing  the  peritoneum  in  front  of  the  gauze  and  thus 
opening  up  the  sub-peritoneal  (raw)  tissues.  Severe  tem- 
porary sacral  pain  is  a  very  exceptional  sequel  to  operation, 
but  I  have  met  with  two  cases  in  which  it  was  a  special 
feature.  I  am  inclined  to  think  that  this  is  excited  by  the 
dragging  of  the  uterus  on  the  partially  divided  utero-sacral 
ligaments  (or  muscles)  and  that  a  median  antero-posterior 
opening  (when  practicable),  or  a  free  transverse  incision 
may  be  preferable  to  a  smaller  transverse  opening. 

Anterior  vaginal  coeliotomy  or,  as  it  is  sometimes  called, 
"  anterior  colpotomy "  has  been  extensively  used  during 
recent  years  in  the  treatment  of  peri-tubal  haematocele  due 
to  tubal  pregnancy.  The  vaginal  vault  is  opened  between 
the  uterus  and  bladder,  the  vesico-uterine  fold  of  peritoneum 
is  divided,  and  the  fundus  is  drawn  forwards  by  volsella  out 
of  the   abdomen   through   the   opening  thus  made.    The 
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uterus  and  uterine  end  of  the  tube  on  either  side  are  then 
under  the  complete  control  of  the  operator,  and  the  tube 
together  with  any  contained  pregnancy  can,  as  a  rule,  be 
ligatured  and  removed  without  much  difficulty.  But  the 
space  in  which  one  has  to  work  is  cramped  and  confined, 
and  while  the  tube  may  be  easy  to  remove  it  is  not  so  with 
the  haematocele.  This  often  separates  from  the  tube  with 
traction  on  the  latter  and  it  may  be  very  difficult  or  im- 
possible to  remove  it  afterwards.  Some  operators  appear  to 
regard  this  as  quite  immaterial  and  leave  a  considerable 
quantity  of  blood  and  blood-clot  in  the  pelvis  and  abdomen 
at  the  close  of  the  operation,  providing  no  drainage,  but 
trusting  solely  to  the  absorptive  powers  of  the  peritoneum 
itself  for  its  removal.  If  the  operation  has  been  performed 
with  perfect  cleanliness  this  confidence  may  be  rarely  mis- 
placed as  regards  the  final  result,  but  the  patients  do  not 
recover  easily,  there  being  often  considerable  pyrexia  for 
several  days  before  convalescence  is  thoroughly  established. 
The  main  objections  to  anterior  vaginal  coeliotomy  as  a 
routine  method  of  treatment  are  the  following :  (i)  occa- 
sional insufficient  space  for  operative  work ;  (2)  frequent 
inability  to  remove  thoroughly  and  cleanly  all  products  of 
the  misplaced  pregnancy ;  (3)  inability  to  wash  out  the 
abdomen  satisfactorily ;  (4)  inability  to  drain  through  the 
anterior  opening ;  and  (5)  occasional  inability  to  extract  the 
uterus  without  injury,  the  uterus  being  enlarged  and  softened 
by  the  changes  consequent  on  the  associated  pregnancy. 
It  may  be  noticed  that  most  of  these  objections  will  lose  a 
great  deal  of  their  importance  if  the  operator,  the  patient, 
and  her  friends,  be  prepared  and  ready  to  accept  the  possible 
sacrifice  of  the  uterus  in  the  course  of  the  operation.  If  the 
uterus  be  already  diseased  or  damaged,  justifying  its  removal 
as  an  initial  step,  the  space  and  opportunities  thus  acquired 
are  ample  for  all  ordinary  requirements  ;  there  is  room  for 
thorough  and  careful  work,  the  pregnancy  and  haematocele 
can  be  completely  removed,  the  pelvis  and  lower  abdomen 
may  be  washed  out,  and  at  the  close  of  the  operation  the 
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most  perfect  drainage  of  the  pelvic  peritoneum  can  be  estab- 
lished by  the  adjustment  of  a  well-fitting  plug  of  iodoform 
gauze. 

It  is,  of  course,  of  considerable  advantage  to  the  patient 
to  be  able  to  relieve  her  of  her  disease  without  making  an 
abdominal  incision,  and  especially  so  in  cases  where  drainage 
is  a  desideratum,  abdominal  drainage  being  frequently 
followed  by  hernia.  But  I  am  inclined  to  think  that 
abdominal  section,  in  spite  of  this  drawback,  is  still  the 
better  operation,  or  rather  the  better  route  for  operative 
work,  in  every  case  in  which  a  posterior  colpotomy  is  inap- 
plicable or  insufficient.  By  abdominal  section  the  extent 
and  connections  of  the  haematocele  can  be  accurately  ex- 
plored, the  limiting  adhesions  to  omentum  and  intestine  can 
be  carefully  separated  or  broken  through,  and  the  whole  of 
the  operation  from  beginning  to  end  can  be  performed 
under  the  most  favourable  conditions  for  manipulation  and 
cleanliness.  When  operating  by  the  median  incision  the 
diseased  tube  must  be  thoroughly  defined,  ligatured,  and 
removed.  It  will  often  have  to  be  unrolled  from  the  back 
of  the  uterus  after  the  main  tumour  of  the  haematocele  has 
been  taken  away,  but  the  adhesions  are  almost  always  light 
and  easy  to  separate.  The  adhesions  of  the  haematocele- 
capsule  to  bowel  and  omentum  are,  on  the  other  hand, 
often  especially  intimate,  and  when  this  is  the  case  it  is 
better  practice  to  leave  a  considerable  portion  of  tlie  haema- 
tocele-capsule  adhering  to  bowel  than  to  make  any  attempt 
at  their  separation. 

Sometimes  a  lateral  inguinal  incision  may  be  of  service. 
It  is  quite  possible  to  treat  a  large  lateral  haematocele — such 
as  that  depicted  in  fig.  2 — in  this  way,  without  removal  of 
the  tube,  and  with  but  very  little  or  no  disturbance  of  the 
general  cavity  of  the  peritoneum.  An  incision  is  made 
above  the  groin,  opening  directly  into  the  haematocele  and 
pregnancy.  The  contents  are  removed  without  disturbing 
surrounding  adhesions,  and  the  cavity  is  packed  with  iodo- 
form gauze. 
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A  very  similar  method  is  advocated  by  Dr.  Berry  Hart 
for  the  treatment  of  anterior  tubo-ligamentary  pregnancy 
at  mid-term,  and  may  be  followed  with  advantage  whenever 
the  conditions  permit  of  its  application.  In  this  pregnancy, 
as  we  have  already  seen,  the  anterior  layer  of  the  peritoneum 
is  raised,  and  at  mid-term  as  well  as  at  a  later  stage  there 
is  a  space  either  mesially  or  above  the  groin  on  one  side 
which  is  uncovered  by  peritoneum.  This  can  be  accurately 
defined  by  a  preliminary  incision  in  the  middle  line  which 
opens  the  abdomen.  When  this  has  been  done  a  direct 
incision  is  made  into  the  sac  of  pregnancy  below  the  peri- 
toneal reflexion.  This  extra-peritoneal  wound  should  be 
large  enough  to  admit  four  fingers.  The  foetus  is  removed 
at  once,  the  sac  tamponaded  with  iodoform  gauze,  and  the 
placenta  allowed  to  separate  and  come  away  slowly  with 
the  discharge. 

In  tubo-abdominal  pregnancy  at  term  there  is  no  diffi- 
culty in  the  removal  of  the  child  by  an  abdominal  incision. 
The  crux  of  the  operation  is  the  treatment  of  the  placenta. 
If  this  be  left,  sooner  or  later  it  will  almost  certainly  become 
septic  and  putrid,  and  I  have  come  to  the  conclusion — 
contrary  to  the  opinion  I  formerly  held — that  in  all  cases 
of  true  tubo-abdominal  pregnancy  it  is  wise  to  remove  the 
placenta.  A  clear  idea  of  its  probable  relations  and  attach- 
ments will,  I  feel  sure,  do  much  to  make  this  part  of  the 
operation  easier  and  to  rid  it  of  much  of  its  otherwise 
alarming  features.  Wherever  the  placenta  is,  there  is  the 
Fallopian  tube,  and  it  is  from  this  it  receives  the  greater 
portion  of  its  blood  supply.  As  we  have  already  seen, 
sometimes  the  placenta  is  still  within  the  tube,  absolutely 
surrounded  everywhere  by  tube,  and  nothing  can  be  easier 
than  to  ligature  it  off  and  ensure  its  complete  removal 
without  any  loss  of  blood.  When  it  is  within  the  gestation- 
sac  and  mostly  covered  by  reflexions  of  the  amnion,  no 
method,  I  think,  can  be  better  than  that  I  employed  in 
the  case  (No.  33)  already  reported  under   this  heading. 
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Accessory  vascular  attachments  to  the  omentum  or  abdo- 
minal wall  are  first  ligatured  and  divided,  the  placenta  is 
slightly  tilted  up  at  the  most  accessible  part  of  its  circum- 
ference, and  forceps  are  used  to  clamp  its  tubal  attachments 
below.      The  placenta    is    then    removed    and   the   tubal 
attachments  are  subsequently  ligatured.    The  most  diflBcult 
and    dangerous    form    of    attachment    is    that    when  the 
amniotic  membrane  only  lines  the  upper  surface  of  the 
placenta  and  all  its  under  surface  is  attached,  not  only  to 
the  tube  and  broad  ligament  but  also  to  the  parts  adjacent 
(the  condition  found  in   Case  3).      Still    in  this  case   a 
modification  of  the  plan  already  described  will  afford  the 
best  chance  of  success.    Sometimes  the  deeper  attachments 
(uterus  and  broad  ligament)  may  be  seized  before  separation 
by  the  fingers  of  an  assistant.     If  not,  the  most  accessible 
route  to  the  under  surface  of  the  placenta  is  searched  for 
and  separation   is  begun.    As  soon  as  possible  the  tubal 
and  uterine  attachments  are  clamped  by  the  lighter  elastic 
forceps  of  Doyen,  the  placenta  is  peeled  oflf  and  two  or 
three  large  sterilised  pads  are  packed  into  the  cavity  from 
which  the  afterbirth  has  been   removed.      Ligatures    are 
applied  to  the  broad  ligament  and  tube,  and  wherever  it 
is  possible  by  so  doing  to  control  the  bleeding.    Where 
these  are  useless  packing  with  iodoform  gauze  will  prove, 
I  believe,  the  best  alternative  method  for  control  of  haemor- 
rhage.   When  this  is  necessary,  if  the  original  abdominal 
incision — probably  mesial — be  decidedly  to  one  side  of  the 
placental  site,   it  will  be  wise  to  finish  the  operation  by 
making  a  secondary  abdominal  incision  immediately  above 
the  gauze,  from  which  the  packing  may  be  readily  removed 
some  four  or  five  days  later.    The  very  rare  condition  when 
the  child  is  abdominal  and  the  placenta  intra-ligamentary 
belongs  to  a  very  different  category.    From  a  surgical  stand- 
point this  pregnancy  remains  tubo-ligamentary  throughout, 
and  is  governed  by  the  same  laws  of  treatment  which  apply 
to  tubo-ligamentary  pregnancy. 
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In  tubo-ligamentary  pregnancy  there  is  no  necessity  for 
the  operative  removal  of  the  placenta.  If  the  sac  be  drained 
the  placenta  will  itself  separate  and  come  away  with  the 
discharges.  This  usually  takes  place  without  any  pyrexia  or 
constitutional  disturbance.  Let  us  take  the  simpler  form 
of  tubo-ligamentary  pregnancy  first — the  posterior  or  retro- 
peritoneal variety — ^and  consider  the  operation  necessary  for 
its  relief.  In  this  the  peritoneal  cavity  is  always  opened  by 
the  abdominal  incision.  Within  the  abdomen,  full  and 
bulging  like  a  pregnant  uterus,  is  the  sac  of  pregnancy. 
This  is  opened  by  an  incision  directly  underneath  the 
abdominal  wound,  the  edges  of  this  are  held  against  the 
edges  of  the  abdominal  incision,  the  child  is  extracted,  and 
after  ligature  and  division  of  the  cord  is  entirely  removed. 
Now  it  may  be  possible  to  remove  the  placenta  with  safety 
from  the  interior  of  the  sac,  especially  when  the  infant  has 
been  dead  for  weeks  or  months,  and  by  so  doing,  if  no 
serious  haemorrhage  is  occasioned,  convalescence  may  be 
very  much  shortened.  If  there  be  any  doubt,  however,  if 
the  placenta  be  full  of  blood  and  firmly  attached,  no  inter- 
ference is  necessary.  The  incision  in  the  sac  is  sewn  to  the 
abdominal  wound,  the  cord  is  left  hanging  out  of  its  lower 
angle,  and  the  sac  is  drained.  I  am  aware  that  many  modern 
writers  have  advised  a  much  more  radical  and  sweeping 
method  of  treatment.  Dr.  Dunning,  in  the  case  I  have 
already  quoted,  proceeded  to  extirpate  the  sac,  and  very 
naturally,  as  anyone  who  studies  the  specimen  depicted  in  the 
figure  will  easily  understand,  had  to  complete  his  operation 
by  removal  of  the  uterus.  Fortunately  the  patient  recovered, 
but  I  cannot  agree  with  the  practice  adopted.  It  is  altogether 
unnecessary,  and  any  temporary  advantage  secured  by  it 
is  dearly  purchased  at  the  cost  of  increased  danger  and 
extensive  mutilation.  In  the  similar  case  reported  by  myself 
(Case  4)  and  treated  by  the  simpler  method  of  drainage,  the 
patient  not  only  made  a  good  recovery  but  has  since  had 
a  normal  pregnancy  with  safe  delivery  of  a  healthy  child. 
In  the  anterior  or  sub-peritoneo-abdominal  form  of  broad 
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ligament  pregnancy  the  same  remarks  apply,  but  the  sac  may 
sometimes  be  opened  at  a  part  uncovered  by  peritoneum. 
If  some  part  of  the  child  is  obviously  almost  subcutaneous 
(and  that  is  most  likely  to  be  found  on  one  side  of  the 
middle  line)  the  sac  may  be  opened  at  once  and  the  opera- 
tion of  removal  of  the  child  and  drainage  of  the  sac  con- 
ducted without  opening  the  abdominal  cavity  or  seeing  the 
peritoneal  membrane.  More  frequently,  perhaps,  if  the 
incision  has  been  median,  the  peritoneal  cavity  will  be 
opened  at  the  beginning  of  the  operation.  If  so  the  dis- 
placement of  the  peritoneum  can  be  accurately  estimated 
(as  in  the  operation  for  mid-term  ligamentary  pregnancy) 
and  a  secondary  incision  can  be  made  directly  opening 
the  sac,  through  which  the  child  is  removed  and  drainage 
established.  The  mesial  exploratory  incision  is  closed  by 
suture. 

Now  we  can  return  to  the  consideration  of  the  com- 
plicated form  of  pregnancy  in  which  the  child  is  abdominal 
and  the  placenta  intra-ligamentary.  The  main  indication  in 
this  form  would  be,  as  I  believe,  to  convert  the  complex 
" tubo-ligamentary-abdominal"  pregnancy  into  a  simple 
tubo-ligamentary  one.  After  the  foetus  has  been  removed 
this  may,  perhaps,  be  effected  by  sewing  the  laceration  of 
the  sac  to  the  abdominal  wound.  If  the  opening  in  the  sac 
be  inconveniently  situated  for  this,  the  (divided)  cord  may 
be  dropped  inside  the  sac,  the  edges  of  the  laceration  turned 
in,  and  the  abdominal  opening  in  the  sac  closed  by  suture. 
Then,  either  before  or  after  closure  of  the  abdomen,  a  large 
opening  is  made  by  vaginal  section  into  the  most  dependent 
part  of  the  sac,  the  cord  is  drawn  down  into  the  vagina,  and 
the  rest  of  the  wound  and  the  lower  part  of  the  sac  are 
plugged  with  iodoform  gauze. 

Finally,  "  utero-abdominal "  pregnancy  may  demand 
very  similar  treatment  or  hysterectomy.  The  abdomen  is 
opened,  the  cord  is  ligatured  and  divided  and  the  foetus  is 
removed.  Then,  if  the  cervix  be  dilated  or  sufficiently 
dilatable,  the  divided  cord  may  be  returned  through  the 
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utero-abdominal  opening  into  the  uterus  and  through  the 
cervix  out  into  the  vagina.  The  placenta  is  delivered  after 
it  by  manual  expression  and  the  opening  in  the  uterus  is 
"  freshened  "  and  sutured. 

If  this  is  impossible  or  deemed  at  the  time  to  be  in- 
advisable,  the  other  alternative  is  to  remove  the  uterus  with 
its  retained  placenta.  This  may  be  done  either  by  clamp  or 
ligature,  but  the  latter  is  preferable.  In  this  condition 
there  will  probably  have  been  no  previous  haemorrhage,  and 
if  it  be  necessary  to  sacrifice  the  uterus,  there  is  no  reason 
against  its  complete  removal  by  the  modern  method  of 
abdominal  hysterectomy. 
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CLINICAL   CASES. 

A  Case  of  Pseudo-Hermaphroditism. 
By  Arthur  Maude  (Westerham). 

This  case  illustrates  well  the  difficulties  in  the  early 
diflFerentiation  of  many  cases  of  pseudo-hermaphroditism. 

The  subject  is  now  13^  years  old,  and  has  been  brought 
up  as  a  girl. 

I  have  known  most  of  the  members  of  the  family  for 
three  generations.  There  are  no  defects  or  abnormalities 
of  development  among  them.  The  father  of  this  child  has 
been  insane,  and  another  child  has  died  of  tubercular 
meningitis. 

The  general  conformation  of  our  subject  is  masculine ; 
there  is  no  breast  development ;  she  is  tall,  and  the  limbs 
are  stout  and  strong,  while  the  gait,  carriage  and  voice 
are  those  of  a  boy,  as  are  the  disposition  and  tastes.  She 
never  cared  for  girls'  toys,  play,  or  society.  In  features 
she  resembles  her  brothers,  who  are  coarse-featured  fellows, 
rather  than  her  sisters,  who  are  delicately  pretty  and  re- 
fined. The  hair  of  the  head  is  about  8  inches  long  and  has 
never  grown  any  more.  There  is  no  sign  of  hair  on  the 
face,  and  the  pubic  growth  is  as  yet  so  scanty  as  to  afford 
no  evidence  of  sex  by  its  distribution. 

The  genitals  show  no  mons  veneris;  there  is  a  penis 
about  i^  inches  long,  rather  small  for  a  boy  of  the  age. 
The  glans  is  well  formed,  there  is  no  prepuce ;  the  relative 
arrangement  of  the  corpora  cavernosa  and  spongiosum  are 
normal.  The  urethra  perforates  the  corpus  spongiosum 
and  glans,  and  there  is  no  hypospadias.      The  penis  is 
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connected  by  a  sickle-shaped  fold  or  fnenum  of  skin  in 
the  middle  line  of  the  posterior  surface,  so  as  to  be  slightly 
curved.  This  fraenum  extends  from  the  fraenum  praeprutii 
to  the  root  of  the  penis. 

From  the  root  of  the  penis  springs  a  divided  scrotum, 
the  halves  of  which  are  shut  o£F  into  two  complete  sacs 
connected  by  an  arciform  web  of  skin,  which  flaps  a  short 
way  over  the  genital  cleft.  This  consists  of  a  small  vagina 
which  will  just  admit  my  forefinger  (which  is  very  small) 
for  about  i  inch. 

There  are  no  labia  majora,  and  no  proper  labia  minora, 
but  there  is  a  sort  of  rudimentary  flat  space  like  the  vestibule 
in  front  of  the  vagina  and  also  behind. 

I  can  feel  no  cervix  uteri,  and  no  uterus  through  the 
rectum.  The  total  length  of  the  utero-vaginal  canal  is  2 
inches  measured  with  a  sound,  and  it  seems  to  terminate 
in  a  tapering  canal  above. 

There  is  no  hymen. 

The  divided  scrotum  contains  a  gland  in  each  half ; 
the  one  on  the  right  side  is  somewhat  larger  than  that 
on  the  left ;  both  are  about  as  large  as  testicles  usually  are 
in  a  well-grown  boy  of  10  or  12. 

Both  glands  present  the  shape  of  testicles  and  have  an 
epididymis  behind  each. 

No  sign  of  menstruation  has  appeared.  The  question 
of  sexual  appetite  was  not  entered  into. 

This  is  clearly  a  case  of  pseudo-hermaphroditismus  mas- 
culinus  internus  (to  adopt  Klebs'  classification),  with  com- 
plete and  possibly  functionally  active  male  genital  glands 
and  external  organs,  side  by  side  with  an  over-developed 
uterus  masculinus  and  a  patent  utero-genital  canal. 

It  seems  to  be  a  well-established  fact  that  the  external 
appearance  of  a  masculine  pseudo-hermaphrodite  will 
correspond  with  the  type  of  the  external  genitals  (B.  Cooke 
Hirst  in  Keating  &  Co.'s  "Clinical  Gynaecology,"  vol.  i., 
p.  256).  In  female  hermaphrodites  this  does  not  seem 
to  obtain  ;  the  feminine  build,  breasts  and  hair  are  retained, 
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in  spite  of  an  almost  complete  approximation  of  the  external 
genitals  to  the  male  type. 

"  Feminine  pseudo-hermaphroditism  is,  however,  very 
rare,  and  all  cases  should  be  regarded  with  suspicion" 
(Hirst). 

It  is  distinctly  unfortunate  that  this  child  was  brought 
up  as  a  girl.  I  had  personally  no  voice  in  the  matter, 
as  I  never  saw  the  case  till  three  years  after  birth,  and 
three  medical  men  had  decided  in  favour  of  adopting  the 
female  sex  for  the  child.  The  evidence  was  superficially 
more  in  favour  of  this  view  at  the  time  than  it  is  now, 
as  the  testicles  were  undescended,  the  scrotum  resembled 
labia  majora,  and  the  penis  was  far  smaller  in  proportion 
to  the  development  of  the  vaginal  opening.  The  rule  in 
doubtful  cases  used  to  be  to  have  the  child  brought  up 
as  a  female,  on  the  ground  that  concealment  of  abnor- 
mality was  easier  for  a  girl  than  a  boy.  But  this  rule 
is  a  bad  one  in  face  of  the  unexplained  fact  of  the 
far  greater  excess  of  masculine  pseudo-hermaphrodites  over 
female,  and  the  greater  social  difl&culties  which,  at  a  marriage- 
able age,  will  await  the  male  in  petticoats  than  the  female 
in  trousers.  "  It  is  always  better  in  case  of  doubt  to  regard 
the  case  as  masculine"  (Hirst). 

Numerous  instances  are  on  record  of  mistakes  as  to  sex 
which  have  continued  through  many  years.  Carl  Hohmann 
lived  for  forty-six,  and  cohabited  for  twenty  years,  as  a 
female,  and  then  assumed  male  clothes  and  married  as 
a  man  (Mundi's  American  Journal  of  Obstetrics^  1876, 
Mann's  "System  of  Gynaecology,"  p.  273). 

Hirst  had  seen  an  individual  don  his  first  trousers  at 
19,  when  the  subject  began  to  grow  a  beard  and  mani- 
fest sexual  inclinations  towards  his  female  companions. 

The  change  in  relative  size  of  the  two  sets  of  genitals, 
exhibited  to  a  slight  degree  in  this  instance,  is  often  seen 
in  pseudo-hermaphrodites,  and  may  take  place  rapidly.  The 
infant  exhibited  by  Dr.  Willcocks  at  the  Pathological 
Society  in  1885,  showed  at   birth   a  minute  penis  and  a 
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rudimentary  vagina;  by  its  death,  at  lo  months  old,  the 
penis  had  increased  considerably  and  the  vagina  had  almost 
disappeared,  while  testicles  had  descended  into  what  had 
been  regarded  as  labia  {Lancet^  1885,  p.  742). 

I  can  find  no  illustration  or  description  of  a  male  pseudo* 
hermaphrodite  in  which  such  a  well-developed  scrotum 
exists  side  by  side  with  such  a  large  utero-genital  passage, 
though  it  is  very  common  for  female  pseudo-hermaphrodites 
to  have  a  large  scrotum  (containing  ovaries)  and  a  large 
well-shaped  peni-form  clitoris  (compare  the  admirable 
plates  in  Keating  and  Co/s  "  Clinical  Gynaecology,"  vol.  i., 
p.  256).  There  is  an  illustration  given  by  Pozzi  of  an 
adult  person,  however,  which  much  resembles  my  case, 
though  none  of  the  organs  are  so  much  developed. 

It  is  possible  that  my  patient  is  in  a  transition  stage  and 
that  the  genital  cleft  may  become  much  smaller  with 
advancing  sexual  maturity. 


A  Case  of  Uterus  Septus   Bilocularis   and  Vagina 
Semisepta.    By  Fred.  Edge,  F.R.C.S. 

On  March  10,  1898,  a  patient,  aged  20,  came  to  my 
out-patient  room.  She  had  been  married  for  a  year,  and 
complained  of  great  pain  and  discomfort  on  coitus.  She 
had  not  been  pregnant  so  far  as  she  knew.  She  began  to 
menstruate  at  15 ;  the  periods  were  generally  every  five 
weeks,  the  menstrual  discharge  was  free,  and  she  always 
suffered  great  pain  before,  and  during  the  first  day  of, 
menstruation,  and  in  between  she  had  considerable 
leucorrhcea.  No  history  of  severe  illnesses.  She  is  tall, 
well  formed,  and  appears  perfectly  healthy.  Eh*.  Lycett, 
who  saw  her  for  me,  found  a  septum  in  the  vagina  and 
ordered  her  to  come  into  the  hospital.  On  examination 
there  is  no  morbid  condition  found  in  the  system  generally. 

The  external  genitals  are  normal  and  well  formed.  The 
vaginal  introitus  is  free  and  of  good  capacity.    About  two 
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inches  within  the  vagina  a  band  is  felt  passing  from  before 
back  and  dividing  the  upper  part  of  vagina  into  two  fossae, 
in  each  of  which  on  the  inner  side  a  small  cervix  can  be 
felt. 

Bimanually  the  uterus  is  very  broad,  and  it  appears  as 
if  a  tumour  was  in  the  uterine  wall  on  the  right  side ;  but 
there  is  no  distinctly  recognisable  sulcus  anteriorly  at  the 
fundus,  or  posteriorly.  The  ovaries  are  normal  in  size  and 
position,  and  the  tubes  can  be  felt  arising  from  each  upper 
angle  of  the  uterus.  The  sound  could  not  be  passed  into  the 
cervical  canals  without  giving  great  pain,  and  as  operation 
was  to  be  undertaken  at  once,  no  protracted  or  persevering 
attempt  was  made  to  pass  it. 

The  patient  was  anaesthetised  with  a  mixture  of  one  of 
chloroform  and  two  of  ether  administered  by  means  of  a 
Clover's  inhaler,  without  the  bag,  and  was  placed  in  the 
lithotomy  position.  Auvard's  speculum  was  passed  and 
the  vaginal  septum  became  distinctly  visible.  This  septum 
was  divided  with  scissors  and  the  resulting  wounds  on  the 
anterior  and  posterior  walls  of  the  vagina  were  sutured  with 
catgut.  The  cervical  portions  of  the  uterus  were  united  in 
the  middle  line,  but  the  canals  and  the  uterine  cavities  were 
quite  separate  as  far  as  this  could  be  made  out  by  passing 
uterine  sounds  into  each  cavity  of  the  uterus  and  attempting 
to  evoke  a  metallic  click  or  causing  the  sounds  to  touch 
through  any  aperture  or  defect  in  the  dividing  septum.  As 
the  uterus  was  not  divided  into  two  (bipartite)  and  no 
uterine  horns  were  felt  (not  bicornuate)  nor  any  distinct 
sulcus  at  the  fundus,  it  was  considered  that  there  would  be 
small  risk  of  opening  into  the  abdominal  cavity  if  the 
septum  were  divided.  This  was  accordingly  done  with 
scissors  curved  on  the  flat  and  there  was  only  very  slight 
bleeding.  Iodoform  gauze  was  packed  into  the  now  single 
uterine  cavity  and  the  vagina  to  keep  the  parts  from  re- 
uniting. The  after  treatment  was  simple  and  consisted  in 
pulling  out  the  iodoform  gauze  in  six  days  and  putting  fresh 
gauze  into  the  vagina.  There  was  no  trouble  of  any  kind. 
She  went  home  a  week  after  operation. 
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April  7,  1898. — Patient  examined. 

She  has  no  dyspareunia  now.  Vagina  is  capacious  at 
upper  end  and  the  anterior  and  posterior  scars  are  to  be 
felt  as  pillars  in  the  wall.  The  cervix  has  one  os  somewhat 
elongated  from  side  to  side.  The  sound  passes  freely  and 
can  be  moved  from  side  to  side  in  the  uterus,  thus  show- 
ing that  both  cavities  are  now  united  and  the  septum  is 
lost. 

Patient  menstruated  a  fortnight  after  operation  and  the 
pain  was  markedly  less  and  lasted  a  shorter  period. 

The  effect  on  conception,  pregnancy  and  labour  must  be 
awaited. 

The  practical  points  are  that  any  median  antero-posterior 
septa  in  the  uterus  or  vagina  may  be  divided  without  fear  of 
haemorrhage. 

The  septum  in  the  uterus  must  be  divided  only  so  far  as 
one  can  make  quite  sure  by  bimanual  examination  that  the 
walls  of  the  uterus  are  not  cut  through  and  the  abdominal 
cavity  opened  into. 
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REVIEWS. 

Operative  GYNiECOLOGY.  By  Howard  A.  Kelly,  A.B., 
M.D.,  Professor  of  Gynaecology  and  Obstetrics,  Johns 
Hopkins  University,  and  Gynaecologist  and  Obstetri- 
cian to  the  Johns  Hopkins  Hospital,  Baltimore,  &c. 
1,108  pp.,  with  twenty-four  plates  and  over  five  hun- 
dred and  fifty  original  illustrations.  In  two  volumes. 
New  York  :  D.  Appleton  &  Co. 

We  have  already  referred  to  the  first  volume  of  this  work 
in  the  May  number  of  the  Journal,  and  must  repeat  the 
opinion  we  then  expressed  of  its  importance,  not  only  from 
the  point  of  view  of  the  advanced  and  original  gynaecological 
teaching,  information  and  operative  details  that  it  contains, 
but  also  for  the  beauty  and  accuracy  of  all  its  illustrations, 
anatomical,  clinical  and  pathological.  We  in  no  way 
exaggerate  when  we  assert  that  no  surgical  work  we  have 
ever  seen  in  any  way  approaches,  from  the  illustrative 
standpoint,  these  volumes  of  Dr.  Howard  Kelly's.  Our 
readers  must  examine  them  for  themselves,  in  order  to 
apppreciate  the  perfection  with  which  these  illustrations 
have  been  produced.  They  are  the  outcome  partly  of 
photographs,  and  partly  of  sketches  made  by  the  author  on 
the  spot  at  operations  or  immediately  afterwards.  Messrs. 
Max  Brodel,  H.  Baker,  and  A.  S.  Murray  have  mainly 
contributed  these  illustrations,  the  latter  collaboraieur 
having  furnished  the  author  with  over  1,600  photographs. 
The  author  acknowledges  his  indebtedness  to  several  of 
his  colleagues  who  have  assisted  him  in  the  preparation  of 
the  text,  and  it  is  interesting  to  note  particularly  that  it  is 
to  a  lady.  Dr.  Mary  Augustus  Scott,  that  he  expresses  his 
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chief  indebtedness,  as  to  her  "constant,  kindly,  stimulous 
and  friendly  help,  more  than  to  any  one  else,  the  work 
owes  its  existence."      She  "arranged,  revised  and  edited 
the  book."    One  hundred  and  fifty-eight  pages  of  the  first 
volume    are    devoted    practically  to  the   preparations  for 
operation,  topographical    anatomy,  and  all  the  necessary 
steps  for  completing  a  diagnosis  by  a  thorough  examination 
of  a  case.     Here  we  may  notice  that  Dr.  Howard  KeUy, 
in  common  with  other  distinguished  gynaecological  opera- 
tors, is  a  firm  believer  in  the  absolute  necessity  for  the 
strictest  observance  of  the  most  minute  attention  to  all 
antiseptic  and  aseptic   details  preparatory  to,  during,  and 
after  an  operation.    And  as  there  seems  still  to  be  a  con- 
fusion of  ideas  existing  in  the  minds  of  some  between  the 
terms  "asepsis"  and  "antisepsis,"  it  may  be  well  just  to 
quote  the  terse  definition   of  these  terms  as  given  by  Dr. 
Howard  Kelly  : — "  Asepsis  in  a  certain  sense  is  the  absence 
of  septic  germs ;  and  a  septic  wound  is  one  which  remains 
free  from  invasion  by  these  germs  in  sufficient  number  to 
disturb  the  healing  process."     "Antisepsis  is  a  term  used 
to  designate  any  active  means  whatever  by  which  septic 
germs  are  removed,  destroyed,  or  rendered  inactive."     It 
is  therefore  clear  that  antisepsis  is  an  essential  step  towards 
securing  complete  asepsis;  this,  whether  we  use  hot  air, 
steam,  boiling  water,   or   chemicals.     What  is  understood 
generally  as  **  cleanliness  "  is  not  asepsis.     We  cannot  boil, 
subject  to  steam,  or  to  a  temperature  of  400**  F.,  our  hands 
and  arms,  yet  these  are  the  known   means  for  bringing 
about  the  destruction  of  the  pathogenic  bacteria,  and  those 
organisms  which  tend  to  cause  suppuration  in  wounds,  as 
of    those  virulent   pyogenic  germs,   which  are  associated 
with  septic  processes.    The  difficulty  of  complete  exclusion 
of  such  germs  has  been  tested  and  proved.    That  it  cannot 
be  done  by  the  most  elaborate  washing  of  hands,   arms, 
instruments,    appliances,    and    dressings,    cannot    be    dis- 
puted.   These,  however,  are  the  means  of  introducing  such 
germs  into  wounds.    A  septic  process  arising  in  the  course 
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of  such  wounds  is  the  consequence,  and  the  probable 
death  of  the  person  is  the  result.  Antiseptic  chemical 
agents  enable  us  to  secure  in  our  hands  and  arms,  in  the 
operating  room,  and,  by  the  agency  of  steam  and  certain 
chemical  vapours,  in  our  clothes,  the  absence  of  these 
death-producing  organisms.  The  surgeon  who  introduces 
a  finger  or  hand  on  which  such  germs  may  lurk  into  a 
wound,  or  who,  neglecting  to  remove  them  from  the  skin 
or  genital  organs  of  the  patient,  allows  them  thus  to  enter 
wounds,  must  indeed  feel  uncomfortable  if  i  fatal  issue 
should  result  from  his  interference.  And  be  it  remem- 
bered that  the  more  prolonged  the  operation,  the  greater 
the  lowering  of  the  vital  power  of  resistance,  the  more 
severe  the  bruising  and  laceration  of  the  tissues,  the  greater 
is  the  danger  from  such  introduction,  and  the  less  hope 
there  is  that  septic  changes  may  not  occur. 

In  this  portion  of  the  work  the  reader  will  find  full 
directions  for  the  sterilisation  of  all  dressings,  sponges, 
compresses,  and  the  disinfection  of  the  hands  and  arms. 
The  author  gives  the  preference  after  thorough  cleansing 
of  the  hands  to  the  use  of  a  hot  saturated  solution  of 
permanganate  of  potash,  followed  by  decolourisation  by 
oxalic  acid,  and  the  removal  of  the  latter  by  immersion  in 
sterilised  lime  water,  and  final  re-washing  with  sterilised 
water. 

The  advantage  of  the  bimanual  method  of  examination 
is  admirably  demonstrated  by  a  series  of  drawings,  and 
there  are  some  valuable  directions  for  manual  pelvimetry, 
and  for  the  differentiation  of  various  diseased  conditions 
of  the  pelvic  organs.  Gynaecologists  generally  will  agree 
with  the  author's  teaching  when  he  says,  "  I  cannot  empha- 
sise too  much  the  extreme  importance  of  a  routine  use 
of  ether  or  chloroform  anaesthesia  to  the  point  of  com- 
plete relaxation  in  investigating  intra-pelvic  disease."  As 
he  well  shows,  preliminary  use  of  an  anaesthetic,  by 
permitting  an  examination  which  cannot  possibly  be  con- 
ducted in  the  same  manner  without  it,  will  save  years  of 
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useless  palliative  measures,  resulting  in  the  ultimate  dis- 
comfiture of  the  patient  and  injury  to  the  reputation  of 
the  surgeon. 

The  methods  of  examining  the  rectum  by  palpation 
and  inspection  are  dealt  with.  The  author,  for  the  latter 
object,  places  the  patient  supported  by  uprights  and  straps 
in  the  genu-pectoral  position,  while  he  uses  a  head  mirror 
and  electric  lamp  for  inspection  through  a  speculum. 
Another  very  important  direction  is  that  for  examination 
of  the  vermiform  appendix.  "To  find  it,  the  patient  lies 
with  the  abdomen  bare,  and  knees  and  thighs  flexed 
without  effort,  and  the  examiner,  standing  at  the  patient's 
right  side,  makes  pressure  inwards  in  the  right  semi-lunar 
line  just  below  McBurney's  point.  He  increases  the 
pressure  gradually  until  the  posterior  abdominal  wall  is 
reached,  the  fingers  keeping  up  the  pressure  then  glide 
in  a  direction  downwards  and  outwards  towards  Poupart's 
ligament,  until  a  delicate  cord-like  structure  is  felt  to  slip 
beneath  them.  The  manoeuvre  is  then  repeated  a  little 
higher  up,  and  then  a  little  lower  down,  changing  the 
position  until  the  length  and  direction  of  the  appendix  are 
ascertained."  A  loop  of  intestine,  or  some  muscular  fibres 
in  the  abdominal  wall,  are  sources  of  error,  but  the 
examination  may  be  assisted  by  placing  the  patient  in  the 
knee-breast  posture,  when  the  small  intestine  falls  away,  and 
the  more  superficial  muscular  fibres  are  recognised.  Of 
course  certain  conditions,  such  as  exudations  and  adhesions 
to  the  Fallopian  tube  and  ovary,  make  such  an  examination 
more  difficult. 

The  method  of  resuscitation  from  threatened*  death  from 
chloroform  pursued  in  Dr.  Kelly's  clinique  is  as  follows  : 
An  assistant  jumps  on  the  table  and  seizes  the  legs  of  the 
patient  below  the  knees,  so  raising  the  body  to  an  angle  of 
from  40  to  45  degrees.  The  body  is  thus  supported  on 
the  shoulders,  while  the  head  is  extended  over  the  edge  of 
the  table.  The  surgeon  now  stands  over  the  extended 
head,  and    placing    both    hands    outspread  on  the  chest 
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posteriorly,  draws  it  forwards  towards  him,  and  then,  by  a 
reverse  movement,  placing  them  on  the  sides  of  the  chest 
wall  in  front  and  pressing  backwards,  he  produces  an  act 
of  expiration,  consecutive  to  that  of  inspiration  caused  by 
the  first  manceuvre.  Another  assistant  meanwhile  presses 
on  the  epigastrium  to  prevent  the  effects  of  the  respira- 
tory movements  being  lost  on  the  abdominal  viscera. 
Dr.  Kelly  evidently  prefers  ether  for  his  operative  work. 
In  8,500  administrations  he  has  lost  two  patients  from 
the  anaesthetic.  In  one  case  the  patient,  aged  40,  had 
had  an  adherent  ovarian  cyst  removed ;  the  operation 
lasted  forty  minutes,  and  she  died  as  the  wound  was 
being  closed.  The  other  patient  was  operated  upon  for 
adeno-carcinoma  of  the  uterus  by  hysterectomy.  She  was 
an  exceptionally  obese  woman,  and  the  operation  lasted 
two  hours.  He  lost  one  case  in  1,500  administrations  of 
chloroform.  The  patient,  a  coloured  woman,  had  taken 
chloroform  before,  and  objected  to  ether.  She  died  before 
the  operation  began.  There  were,  however,  evidences  of 
pulmonary  disease,  calcified  costal  cartilages  and  athero- 
matous vessels  found  at  the  autopsy. 

It  is  our  experience  that  every  form  of  gynaecological 
operation  can  be  done  with  ether,  or  nitrous  oxide  gas  and 
ether.  And  though  most  operators  on  the  continent,  and 
many  in  the  United  Kingdom,  still  prefer  chloroform,  yet 
neither  from  the  point  of  view  of  sickness,  nor  of  abdo- 
minal movements,  if  ether  be  well  administered^  have  we  any 
objection  to  it,  while  its  comparative  safety  gives  to  it  an 
advantage  over  chloroform  that  cannot  be  disputed. 

In  his  chapter  on  plastic  operations  the  author  gives 
some  valuable  hints  as  to  their  after  management,  and  none 
are  more  so  than  his  insistence  that  the  utmost  care  should 
be  taken  to  deal  with  the  healing  wound  by  means  only  of 
sterilised  forceps,  the  early  treatment  of  any  signs  of  dis- 
charge, and  the  avoidance  of  touching  vaginal  or  uterine 
sutures  for  as  long  a  time  as  possible.  This  specially  applies 
to  sutures  of  silkworm  gut  used  in  plastic  operations  and 
the  perinaeum  and  cervix. 


440  Reviews 

Having  dealt  with  general  principles,  the  author  proceeds 
to  touch  on  the  various  conditions  of  the  external  genital 
organs  that  may  demand  plastic  repair.  The  original  draw- 
ings illustrating  this  portion  of  the  work  are  among  the 
finest  it  contains.  In  severer  cases  of  pruritus  vulvae,  the 
operation  of  Sanger — of  excision  of  the  diseased  area — is 
advised. 

Dr.  Kelly  devotes  210  pages  to  the  consideration  of 
affections  of  the  urethra,  bladder  and  ureters.  This  is 
the  part  of  his  treatise  that  bears  more  the  stamp  of  original 
thought  and  investigation  than  any  other.  In  fact,  chapters 
xii.  and  xiii.  would  in  themselves  form  a  most  valuable  and 
instructive  volume.  Here  we  have  thoroughly  explained 
the  author's  methods  of  examination  and  exploration  of 
the  bladder  and  ureters.  These  methods  are  now  familiar 
to  British  surgeons.  They  have  undoubtedly  opened  up 
means  of  diagnosis  in  vesical  and  ureteral  diseases  not 
hitherto  available,  and  they  enable  the  surgeon  with  cer« 
tainty  to  differentiate  not  only  a  vesical  from  a  renal  morbid 
condition,  but  also  to  pronounce  if  it  be  unilateral  or 
bilateral.  In  this  way  we  may  not  alone  view  and  directly 
inspect  diseased  states  of  the  bladder  mucosa,  locate  the 
ureteral  orifices,  catheterise  and  explore  these,  but  we  can 
analyse  the  separated  urines  from  the  two  kidneys,  and 
definitely  determine  the  organ  to  be  operated  upon  in  cases 
of  difficulty  of  diagnosis.  It  also  furnishes  a  means  of  pro- 
tecting the  ureter  in  difficult  cases  of  hysterectomy,  the 
author's  bougie  being  passed  into  the  ureter  before  opera- 
tion, and  thus  furnishing  a  guide  to  the  duct  during  its 
performance.  All  these  steps,  as  also  the  appliances  used 
in  carrying  them  out,  are  fully  illustrated  by  engravings 
and  plates.  The  descriptions  of  stricture  of  the  ureter, 
ureteral  calculus,  ureteral  fistula,  tubercular  ureteritis,  and 
hydro-ureter,  are  specially  valuable  and  practical.  It  is 
right  here  to  refer  to  Dr.  Kollischer's  new  cystoscope  for 
exploration  of  the  bladder  and  ureters.  By  this  instrument 
we^have  recently  seen  Dr.  Kollischer,  in  Professor  Schauta's 
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Klinik  in  Vienna,  pass  ureteral  catheters  and  perform  various 
manipulative  procedures  inside  the  bladder.  Certainly  by 
its  means  all  that  can  be  effected  by  the  author's  method 
canbe  attained.  The  last  sixty  pages  of  vol.  i.  are  devoted 
to  operations  on  the  cervix  uteri,  cancer  of  the  cervix, 
prolapse  of  the  uterus,  vaginal  hysterectomy,  and  inversion 
of  the  uterus.  Dr.  Howard  Kelly  uses  forcible  dilatation 
previous  to  curettage — a  Goodell-EUinger  dilator. 

As  to  the  danger  of  dilatation,  of  which  so  much  has 
been  written,  it  may  be  said  that  in  rash  or  unskilful  hands 
there  are  dangers  attendant  both  on  the  tent  and  the  forcible 
methods.  We  believe  that  skilful,  progressive  and  aseptic 
dilatation  by  tent,  properly  carried  out,  and  in  some  cases 
completed,  if  necessary,  by  large  olive-shaped  metal  bougies, 
is  as  safe  a  gynaecological  procedure  as  can  be  wished  for, 
and  it  is  by  far  the  best  for  the  practitioner  to  resort  to. 

We  can  only  here  refer  to  a  matter  of  considerable 
practical  moment  bearing  on  vaginal  hysterectomy,  and 
mentioned  by  Dr.  Howard  Kelly.  The  entire  question  of 
"  which  way "  will  be  better  dealt  with  in  discussing  the 
contents  of  his  second  volume,  where  the  surgery  of  the 
uterus  and  its  morbid  growths  is  more  specially  treated  of. 
There  can  be  no  question  that  in  Paris,  Berlin  and  Vienna 
the  vaginal  procedure  is  gaining  ground  over  the  abdominal 
in  all  cases  in  which  the  method  is  feasible.  We  think  the 
author's  dictum  to  be  absolutely  sound  in  cases  of  cancer  : 
"By  the  vagina  only  the  uterus  and  little  or  none  of  the 
adjacent  broad  ligaments  can  be  removed,  and  so  carcino- 
matous tissuejis  often  left  behind  which  might  have  been 
removed  by  a  more  careful  resection  from  above."  One 
of  the  most  distinguished  of  continental  operators  recently 
remarked  to  us  at  the  close  of  such  an  operation,  the  uterus 
being  comparatively  small,  but  the  infiltration  extensive  and 
hard  at  each  side,  ''It  is  doubtful  if  such  cases  should  be 
operated  upon."  Certainly  we  should  say  so — by  the  vaginal 
way.  The  only  chance  we  consider  of  complete  extirpation 
is  by  laparotomy. 
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Eh".  Kelly  follows  several  continental  operators  in  clos- 
ing, as  the  first  step  in  the  operation,  the  cervical  lips,  using 
the  ligatures  as  tractors,  so  as  to  prevent  escape  of  the 
uterine  contents  during  the  later  stages  of  removal.  He 
uses  ligatures.  Here  we  may  remark  on  the  gradual 
preference  given,  even  by  old  advocates  of  the  clamp,  to 
ligatures  for  haemostasis.  This  is  so  in  the  Vienna  Frauen- 
kliniks  of  Schauta  and  Crobak.  The  same  remark  applies 
to  the  Berlin  Frauenkliniks^  with  the  exception  of  that  of 
Landau.  Doyen  is  now  using  ligature.  Such  operators  as 
Terriere  and  Hartmann  likewise  adopt  ligature. 

Kelly  well  insists  that  at  the  conclusion  of  a  vaginal 
hysterectomy  two  things  have  to  be  always  made  clear: 
first,  that  every  bleeding  point  is  secured,  and  nothing 
"taken  for  granted"  until  all  the  exposed  part  is  perfectly 
clean  and  all  oozing  controlled;  second,  that  the  packing 
of  the  space  between  the  broad  ligaments  is  most  carefully 
done  with  strips  of  iodoform  gauze  at  l^st  i8  to  20  inches 
long,  and  some  3  to  4  inches  wide.  These  sizes  are  some- 
what larger  than  the  author's.  We  think  that  it  is  safer 
to  err  on  the  side  of  greater  length  and  width,  so  that  the 
gauze  may  not  be  too  loosely  carried  up  to  support  the 
intestines  while  the  vagina  is  more  firmly  packed  below. 
There  can  be  no  doubt  that,  if  we  want  to  avoid  after- 
trouble  from  silk  sutures  and  ligatures,  it  is  best  to  leave 
them  long  and  remove  them  at  the  end  of  the  second  week 
or  later,  and  not  chance  their  coming  away.  But  there 
are  so  many  points  of  interest  in  respect  to  the  subject  of 
hysterectomy  in  its  entirety,  that  we  must  postpone  allusion 
to  several  disputed  points  dwelt  on  by  the  author  until  we 
come  to  notice  his  second  volume,  which  is  of  even  greater 
interest  to  the  operative  gynaecologist  than  the  first. 

H.  M.-J. 


Reviews  443 


On  Maternal  Syphilis,  including  the  Presence  and 
Recognition  of  Syphilitic  Pelvic  Disease  in 
Women.  By  John  Shaw-Mackenzie,  M.D.Lond. 
J.  and  A.  Churchill. 

The  author's  well-known  views  on  this  very  important 
subject,  and  which  he  very  justly  notes  is  too  often  over- 
looked by  those  practising  gynaecology,  are  here  fully 
elaborated;  hitherto  they  have  found  vent  only  in  the 
columns  of  the  medical  journals.  In  close  intercourse 
with  the  veteran  syphilographers,  Henry  Lee  and  Berkely 
Hill,  Dr.  Shaw-Mackenzie  may  claim  the  right  to  speak 
with  authority  on  the  question  of  syphilis  generally,  and 
by  his  later  writings  especially,  on  its  effect  on  the  pelvic 
diseases  of  women.  Early  in  the  work  he  hints  at  the 
general  tendency  "to  the  attenuation  of  the  S5rphilitic 
virus,"  which  he  considers  modifies  and  lessens  the  severe 
manifestations  of  the  fell  disease  such  as  were  met  with 
in  former  days.  He  insists  upon  the  latent,  almost  lost, 
symptoms  being  brought  into  virulent  activity  by  con- 
ception, and  even  somewhat  re-lit  at  each  menstrual  period, 
and  more  especially  at  the  menopause.  His  enthusiasm 
occasionally  makes  him  rather  assume  the  advocate,  and  he 
enforces  evidence  for  his  views  that  many  of  us  would  be 
hardly  inclined  to  accept.  He  adduces,  for  instance,  the 
success  of  the  perchloride  and  biniodide  of  mercury  in 
uterine  diseases  as  a  guarantee  of  their  specific  origin,  and 
does  not  allow  of  their  value  in  hyperplasias  from  other 
causes,  or  the  great  service  the  former  drug  renders  as  a 
general  tonic.  It  must  be  said,  however,  that  the  author 
justifies  his  argument  by  detailing  notes  of  over  200  cases 
bearing  upon  his  views.  The  book  is  most  readable,  and 
its  ideas  very  cleverly  put ;  it  should  meet  with  a  very 
successful  career. 
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SUMMARY  OF  GYNAECOLOGY,  INCLUDING 

OBSTETRICS. 

GYNiECOLOGICAL. 

Suture  of  the  Abdomen  and  Hernia  of  the  Abdominal 
Scar.  By  Abel.  Archiv.  fur  Gyndkologie,  vol.  Ivi.,  sec.  3, 
p.  656. 

This  is  a  paper  of  great  extent  and  detail  and  contains  some 
very  useful  bibliographical  resumis  on  nearly  every  point  in  connec- 
tion with  the  subject  of  the  paper.  The  development  of  the  abdo- 
minal suture  is  described,  and  the  story  begins  with  the  making 
of  the  incision  in  all  its  varieties ;  the  length  of  the  incision  is 
next  taken,  and  the  height  and  position  of  the  incision.  The 
question  as  to  whether  the  incision  should  be  enlarged  to  the 
pubic  arch  or  towards  the  umbilicus  is  discussed,  and  the  fact 
mentioned  that  a  preponderance  of  incision  hemiae  are  at  the 
lower  part  of  the  wound.  The  peritoneum  is  stitched  to  the 
skin  by  some  surgeons  to  keep  the  opened  tissues  clean  and  to 
prevent  oozing.  Control  of  haemorrhage  and  the  spreading  of 
the  omentum  over  the  bowels  are  recommended.  The  closure 
of  the  incision  is  given  very  fully  as  to  the  procedures  of  different 
surgeons.  They  are  arranged  in  groups  of  (i)  mass-suture, 
(2)  quill  or  plate  suture,  (3)  isolated  peritoneal  suture,  (4)  suture 
in  stages  or  layers,  (5)  isolated  suture  of  fascia. 

The  suture  material  is  a  subject  which  leads  to  much  dis- 
cussion and  many  experiments,  and  still  we  have  not  reached 
our  aim  by  many  stages ;  for  stitches  to  be  removed  in  a  week 
or  more,  silkworm  gut  has  steadily  established  its  character  as 
the  most  useful  material.  Silk  is  the  best  material  to  work  with, 
and  were  it  only  absorbable,  the  question  of  buried  sutures  would 
be  practically  settled.  Catgut  is  easily  absorbed  and  hence  it  is 
not  liable  to  produce  mechanical  irritation  months  after  the 
wound  has  healed  by  primary  union,  but  the  difficulty  of  steri- 
lising and  re-sterilising  it  during  operation  and  its  too  quick 
solubility  render  it  an  unfaithful  servant. 

The  deep  sutures  should  enclose  sufficient  muscle  and  fascia 
to    prevent    the    antero-posterior    face    of   the    wound    being 
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diminished,  f.«.,  they  should  spread  out  this  surface  and  thus 
increase  the  area  01  apposition.  Sutures  passed  close  to  the 
wound  surface  are  useless,  since  they  diminish  the  wound  surface 
when  tied.  The  number  of  deep  sutures  per  certain  length  of 
incision  varies  with  different  surgeons  from  about  6  to  1*5  per 
2  inches.  Too  frequent  deep  sutures  may  injure  the  blood 
supply,  while  too  few  may  cause  serious  weakness  and  hernia. 
Quilled  sutures,  or  those  attached  to  plates,  were  advocated  by 
Spencer  Wells  and  Olshausen,  but  they  are  practically  given  up 
at  present.  The  inclusion  of  the  peritoneum  strongly  urged  by 
Spencer  Wells  was  at  first  not  accepted  by  the  German  surgeons, 
but  is  now  universal. 

The  points  of  discussion  are,  as  to  how  much  peritoneum 
should  be  picked  up,  whether  to  be  included  in  general  suture 
or  separate  peritoneal  suture,  whether  drawn  deeply  into  the 
wound.  The  general  conclusion  is  to  pick  up  the  peritoneum 
near  its  cut  piargin  and  close  it  with  a  continuous  glove  stitch, 
and  then  drop  it  so  that  it  may  take  no  part  in  the  real  cicatrix. 
Interrupted  fine  silk  sutures  may  be  less  liable  to  injure  vitality 
of  peritoneum  and  spread  any  infection. 

The  sutiure  in  layers  is  rapidly  winning  the  first  place  and 
Billroth  is  given  the  chief  credit  of  this  method,  which  is  prac- 
tically the  method  of  Bassini  for  radical  cure  of  hernia.  The 
unsettlement  (?)  in  this  method  is  the  indecision  as  to  whether  the 
muscle  suture  or  the  isolated  fascia  suture  is  the  better.  The 
fascia  suture  has  been  specially  advocated  by  Gill  Wylie,  and 
many  surgeons  are  fully  convinced  of  its  necessity,  but  it  is  not 
so  easily  worked  out  in  practice.  Some  unite  the  cut  posterior 
fascia  with  a  buried  suture.  Others  go  through  the  rectal 
sheath  and  then  join  the  anterior  and  posterior  layers  on  their 
own  sides  of  the  incision,  afterwards  stitching  them  together  so 
that  the  muscle  is  quite  excluded  from  the  wound. 

The  muscle  suture  is  practically  the  commonly  used  one, 
although  it  is  said  to  injure  the  muscle  and  prevent  its  perfect 
contraction  in  support  of  the  linea  alba.  The  idea  of  some 
surgeons  in  splitting  each  rectal  sheath  and  suturing  the  recti 
muscles  broadly  together,  is  based  on  the  theory  of  increasing 
the  antero-posterior  depth  of  the  incision  and  of  having  con- 
tractile tissue  over  the  wound. 

The  skin  sutures  are  modified  by  avoiding  the  skin  (Kendal 
Franks)  and  passing  the  sutures  intradermically.  Casati  has 
a  very  similar  modification.  Pryor,  of  New  York,  recommends 
in  fat  persons  suture  in  layers  of  the  peritoneum,  fascia  and 
muscle,  and  the  leaving  of  the  fat  and  skin  unsutured  to 
granulate  up. 

Tying  of  the  Sutures. — Deep  sutures  were  formerly  tied  more 
tightly  than  at  present,  so  that  they  might  be  buried  in  a  groove 
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of  peritoneum.  When  sutures  are  tied  too  tight  the  recti  are 
injured,  and  way  is  made  for  hernial  weakness.  A  valuable 
procedure  here  is  that  of  expressing  all  air  from  the  abdomen 
before  the  sutures  are  tied.  The  dressing  in  the  pre-antiseptic 
days  was  actually  of  use  in  strengthening  and  supporting  the 
sutures,  nowadays  it  serves  more  to  prevent  infection  of  the 
wound.  A  fair  amount  of  support  and  moderate  padding  are 
very  comforting  in  some  cases,  but  if  too  tight,  ileus  and 
adhesions  of  the  bowels  may  result.  Infection  of  the  abdominal 
incision  is  very  grave  as  regards  hernia,  and  may  often  cause 
death  in  cases  which  have  done  well  for  weeks.  Malignant 
infection  or  implantation  of  the  wound  surface  has  occurred* 

Removal, — The  sutures  are  removed  at  all  dates,  from  the 
sixth  to  the  fourteenth  day,  but  probably  the  use  of  silkworm 
gut  will  lengthen  their  stay,  since  these  sutures  seldom  lead  to 
stitch  abscesses.  It  is  to  be  noticed  that  Spencer  Wells 
removed  sutures  on  the  seventh  day. 

Bursting  of  the  abdominal  wound  is  generally  due  to  general 
sepsis,  the  use  of  catgut,  infection  of  the  wound,  meteorismus, 
trophic  disturbance  in  the  wound.  It  is  noteworthy  that  this 
accident  usually  occurs  late,  only  in  five  cases  out  of  33  did  it 
occur  in  the  first  week  caused  by  early  removal  of  stitches,  or 
coughing  soon  after  operation,  as  seen  by  Christopher  Martin. 
The  prognosis  is  not  as  bad  as  might  be  expected.  The  treat- 
ment is  support  and  re-suture.  Fewer  cases  of  bursting  open 
are  published,  but  whether  this  means  that  fewer  cases  occur  is 
another  matter. 

When  should  Patients  get  up  ? — Martin  allows  patients  to  get 
up  on  the  tenth  day,  but  all  evidence  points  to  a  three  wec^* 
stay  in  bed,  especially  in  debilitated  women,  as  the  proper  thing. 

Abdominal  Belts  afterwards, — There  is  a  tendency  among 
those  who  close  their  incisions  carefully  in  three  layers  to  do 
away  with  belts,  and  no  doubt  there  is  but  small  proof  of  aoy 
benefit  these  belts  confer  on  their  wearers,  yet  they  are  so  much 
the  fashion  that  not  many  English  surgeons  will  face  the 
countermanding  of  them  and  lose  the  facile  excuse  they  give 
the  surgeon  when  a  neglectful  (?)  patient  returns  with  an 
incision  hernia.  The  cautious  young  surgeon  had  better  order 
a  belt. 

Incision  Hernia. — The  frequency  of  incision  hernia  is  so 
differently  stated  that  it  can  only  be  explained  by  the  absence 
of  any  agreement  in  the  definition  of  such  hernia.  The  separa- 
tion between  firm  cicatrix,  simple  stretching,  over  stretching, 
hernia-like  protrusion  and  true  hernia  is  difficult  to  make.  True 
hernia  is  rare,  and  the  condition  is  more  often  one  of  jrielding 
cicatricial  tissue.  Hernia  arises  when  the  fascial  layers  have 
not  been  properly  united,  and  when  the  wound  has  suppurated, 
and  a  consequently  thinner  layer  is  formed. 
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Only  those  scars  are  considered  firm  which  remain  free  from 
any  protrusion  when  the  patient  stands  up  and  coughs.  Even 
this  does  not  settle  the  matter  unless  the  finger  be  carefully 
used,  since  numerous  fine  omental  herniae  may  be  missed  by  the 
eye  but  are  palpable  to  the  touch. 

Prochownick  says  that  incision  herniae  occur  as  follows :  four- 
sevenths  in  first  year,  two-sevenths  in  second  year,  and  one- 
seventh  in  third  or  later  year  after  operation. 

When  the  hernial  aperture  does  not  admit  a  finger  it  will  be 
found  that  the  patient  has  not  usually  noticed  it,  that  is,  it  has 
not  caused  her  any  trouble. 

What  favours  Incision  Hernia  ? — Olshausen  says,  that  when- 
ever a  drain,  whether  tube  or  gauze,  has  been  used,  hernia 
follows,  because  union  by  first  intention  has  been  prevented. 
Bantock  denies  this.  (I  have  seen  numerous  instances  of  it.) 
Extra-peritoneal  treatment  of  the  stump  favours  hernia  of  the 
sac  exceedingly.  Incomplete  closure  of  the  parietes  when  por- 
tions of  cyst  wall  are  left,  is  favourable  to  hernia  formation. 
Hernia  is  very  apt  to  follow  on  operation  for  its  cure,  that  is,  it 
relapses.  Drainage  for  tuberculosis  favours  it.  When  con- 
sidering the  influence  of  the  various  methods  of  suture  on  the 
firmness  of  the  scar  those  cases  must  be  excluded  where  suppu- 
ration took  place. 

The  figures  for  incisions  healed  by  primary  union  are  : — 
With  inclusive  sutures    ...       61  cases,  18  herniae  =  29  per  cent, 
muscle  suture         ...       25     „       6      „       =24      „ 
fascia  suture  ...     224     „     20      „       =     8*9    „ 

The  cases  of  isolated  fascia  suture  show  slight  variations, 
according  to  the  preparation  of  the  suture  material. 
With  chromic  acid  catgut         85  cases,  7  herniae  =   8*3  per  cent. 
„     sublimate  alcohol  catgut  30     „      3      „      =  lO'o      „ 

„      xylol..:         59     „      7       „       =11-9       „ 

„     cumol  50     „      3       II       =   6'0      „ 

These  figures  prove  the  superiority  of  isolated  fascial  suture, 
which  is  still  more  strikingly  evidenced  by  the  figures  for 
multiple  herniae. 

With  inclusive  sutures    ...      61  cases,  6  herniae  =  10  percent. 
„     isolated  fascia  suture   224      „       4      „      =    i*8     „ 
After  infection  of  the  incision  : — 
With  inclusive  sutures    ...       50  cases,  34  hernia  =  68  per  cent. 
,,     muscle        ...        ...       27      i»     18      ,,      =64      „ 

„     fascia  52      „     16      „      =  31       „ 

„     superficial  suppuration  33      „     15      „      =    45-5   „ 
„     deep  suppuration  ...       16      „      13      „      =  81       „ 
The    herniae   increase   with   the    duration  of   suppuration. 
From  this    it    is  certainly  proved  that  the  firmness    of   the 
cicatrix  is  most  grievously  affected  by  suppuration,  and  that  an 
uninterrupted  healing  is  a  necessity  for  a  perfect  cicatrix. 
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General  fever  (pneumonia,  &c.),  during  the  convalescence,  does 
not  affect  the  firmness  of  the  scar  if  primary  union  is  not  inter- 
rupted; this  interruption  of  primary  union  from  general  fever 
and  the  resulting  hernias  are  more  common  with  the  suture  in 
stages  than  with  the  interrupted  sutures.  This  refers  to  cases 
where  the  wound  is  not  infected  locally,  but  through  the  blood. 

The  constitution  of  the  abdominal  wall  has  influence  on  the 
proportion  of  hernia.  The  thicker  the  fat  layer  (the  thicker  the 
wall)  the  greater  the  percentage  of  hernia. 

Mere  vigour  of  body  does  not  seem  to  give  any  advantage 
as  regards  the  percentage  of  hernia  after  primary  union,  but  it 
does  in  the  case  of  infection  of  the  wound.  Anaemia,  whether 
due  to  loss  of  blood  before  or  during  the  operation,  had  no 
appreciable  eflfect  on  the  occurrence  of  hernia.  Age  has  a  very 
slight  effect,  those  under  20  having  a  slight  advantage  over 
those  over  20,  but  those  over  50  are  better  than  those  between 
20  and  35. 

Slackness  or  tightness  of  the  parietes  are  difficult  to  estimate, 
but  judging  by  multiparae,  and  the  various  multiparas,  Abel  finds 
that  the  best  results  are  given  by  the  multiparae  over  50  with 
slack  abdominal  walls.  Abel  concludes  that  the  consistence  of 
the  walls  only  influences  the  occurrence  of  hernia  by  rendering 
easy  or  difficult  the  suture  of  the  fascia. 

The  size  of  the  hemiae  varies  with  the  suture:  the  more 
careful  the  suture  of  the  fascia  the  smaller  are  the  hernia. 
The  length  of  the  incision  naturally  affects  hernial  origin  in 
proportion  to  its  increase.  Vomiting  and  coughing  are  injurious 
in  proportion  to  their  continuation. 

In  the  case  of  primary  union  the  peritoneum  is  firmly  healed 
in  seven  days,  the  muscle  and  fascia  in  fourteen  days,  and  the 
skin  in  eighteen  days.  Hence  the  patient,  in  case  of  primary 
union,  may  get  up  on  the  eighteenth  day  or  middle  of  the  third 
week. 

A  binder  or  belt  has  not  any  certain  influence  in  preventing 
hernia,  but  it  limits  the  size  and  has  a  certain  mental  effect  and 
reasonable  cause  for  existence  and  use. 

The  recommencement  of  work  of  course  influences  occur- 
rence of  hernia,  and  with  severe  work  this  is  marked  in  the  case 
of  scars  healed  by  primary  union.  Here,  as  with  the  omission 
of  a  belt,  the  patient  feels  so  well  that  she  begins  her  severe 
labour  much  earlier  than  she  would  otherwise,  and  thus  often 
causes  hernia. 

Abel  does  not  think  that  pregnancy  has  such  an  effect  on  the 
scar  as  has  been  generally  held,  and  he  rather  believes  that  very 
often  the  pregnancy  enlarges  and  makes  evident  hernia  present 
before.  The  adherence  of  the  omentum  to  the  back  of  the  scar 
accounts  for  the  number  of  cases  of  small  irreducible  omental 
hemiae. 
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Position  of  Hernia. — Most  below,  but  better  to  say  ends  of 
incision  are  weakest  places,  it  depends  where  drainage  tube 
or  stump  came  out  of  wound.  The  arrangement  of  the  fasciae 
below  and  behind  the  recti  above  the  symphysis  pubis  perhaps 
explains  the  frequency,  at  the  lower  end,  of  herniae.  The  hernia 
is  not  through  the  scar  itself,  but  immediately  adjoining,  and 
may  be  explained  by  the  unequal  dragging  of  the  scar  on  the 
fibres  of  the  fasciae ;  this  applies  especially  at  the  ends  of  the 
wound. 

Pain  and  Troubles. — Generally  small  hernise  cause  less  trouble 
than  big  ones,  and  those  containing  omentum  less  than  those 
containing  bowel.  The  larger  the  hernia  in  proportion  to  its 
neck  the  more  the  trouble.  Stretching  of  the  scar  does  not 
give  so  much  pain  as  it  does  a  feeling  of  weight  and  dragging. 
August  Martin  advocates  strapping  and  teaching  the  patient 
how  to  renew  it  herself.     This  is  instead  of  or  in  support  of  belt. 

Operations  for  Incision  Hernia. — Many  operators  do  not  open 
the  peritoneal  cavity,  but  split  the  skin  and  stretch  the  margins 
of  the  wound  together  over  the  hernia,  which  is  pushed  inwards. 
In  big  herniae  the  overstretched  thinned  covering  should  be 
removed.  The  suture  varies  as  with  the  original  suture. 
Various  splitting  of  the  fascial  and  recti  muscles  are  used,  but 
the  suture  in  layers  is  perhaps  the  best.  Recurrence  in  the 
case  of  large  hernise  is  very  common. 

Firmness  of  the  Scar  in  repeated  Abdominal  Section. — Some  go 
through  the  first  scar  on  reopening  the  abdomen,  others  cut 
the  old  scar  out,  and  if  an  incision  has  to  be  made  not  in  the 
line  of  the  old  one,  the  second  incision  should  be  removed  as  far 
as  is  convenient  from  the  old  scar  to  prevent  malnutrition  of 
the  tissues.  If  the  old  scar  lessens  the  antero-posterior  depth 
of  new  incision,  it  is  better  to  excise  it  and  suture  in  layers. 
The  conclusion  is,  that  suture  of  fascia  is  the  only  true  method, 
and  when  this  is  combined  with  the  suture  of  like  to  like  in 
the  tissues,  a  perfect  union  is  obtained.  The  fascia  suture 
must  be  interrupted  to  prevent  any  infection  spreading.  A 
clean  median  cut,  avoiding  the  rectal  sheaths  and  closed  by 
interrupted  fascial  sutures,  is  the  most  natural  procedure. 
Asepsis  of  the  wound  and  consequent  primary  union  is  most 
important.  As  regards  appearances,  Kendal  Franks'  intra- 
dermal suture  of  skin  is  not  a  certainty,  since  the  linear  scar  in 
young  women  with  firm  walls  always  spreads  out  afterwards. 
The  thing  to  avoid  is  the  cutting  through  of  deep  sutures, 
which  leaves  ugly  radiating  marks.  The  mass  suture  is  not 
sufficient.  Suture  in  layers  takes  more  time,  but  this  is  not 
lost  when  we  get  4  per  cent,  of  herniae  instead  of  30  per  cent, 
by  the  mass  suture.  The  advocates  of  muscle  suture  must 
produce  results  and  figures  to  beat  those  of  the  fascia  suture. 
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Finally  we  see  that  Martinis  utterance  *'  that  the  condition  of 
nutrition  of  the  patient,  his  labour,  the  tone  of  his  tissues,  are 
the  deciding  factors  as  regards  hernia,"  is  not  borne  out  by 
analysis  of  cases,  but  that  the  method  of  suture  and  of  healing 
of  the  wound  are  the  deciding  factors,  and  hence  that  whether 
an  incision  hernia  occurs  or  not  depends  not  upon  the  patient 
but  upon  the  surgeon. 

F.  E. 

An  Improvement  in  the  Technique  of  the  After-treat- 
ment OF  Peritoneal  Section.  By  Henry  T.  Byford, 
M.D.  (Chicago).  The  American  Journal  of  Obstetrics  and 
Diseases  of  Women  and  Children, 

The  author  looks  upon  intestinal  paralysis  as  more  often  the 
cause  than  the  result  of  septic  peritonitis.  When  the  intestines 
are  paralysed  a  slight  infection  has  a  chance  to  develop  and 
sepsis  can  find  its  way  through  stretched  intestinal  walls. 

The  condition  of  the  patient,  according  to  the  author's  ex- 
perience, has  always  rapidly  improved  when  flatus  could  be 
made  to  pass  freely  through  the  rectum.  This  could  almost 
invariably  be  accomplished  if  the  attempts  at  it  were  begun 
early  enough.  The  exposure  of  the  peritoneum  to  air,  the 
handling  of  the  viscera,  and  the  production  of  raw  surfaces  all 
lead  to  intestinal  adhesions  and  more  or  less  intestinal  paralysis. 
The  following  treatment  systematically  adopted  by  the  author 
is  directed  to  the  prevention  of  adhesions,  paralysis  and  sepsis. 

The  day  before  a  peritoneal  section,  the  patient  is  dieted  and 
purged  sufficiently  to  reduce  the  gaseous  distension  of  the 
intestinal  coils.  Two  hours  before  the  time  set  for  the  operation 
a  mild  but  efficient  cathartic  is  given,  such  as  two  teaspoonftds 
of  the  fluid  extract  of  cascara.  As  soon  as  the  patient  wakes 
from  the  anaesthetic  a  drachm  of  sulphate  of  magnesia  in  an 
ounce  of  water,  or  an  ounce  and  a  half  of  the  liquid  citrate  of 
magnesia,  is  given  every  hour  and  repeated  immediately  when- 
ever vomited.  Six  hours  after  the  operation  a  stimulating  enema 
is  given,  such  as  two  ounces  of  glycerine  and  four  of  water  and 
repeated  every  two  or  three  hours  until  flatus  passes  freely 
between  the  enemas. 

Since  the  author  adopted  this  treatment  he  has  had  105 
consecutive  recoveries  after  peritoneal  sections. 

The  Surgical  Treatment  of  Irreducible  Retroflexion  of 
the  Pregnant  Uterus.  By  Matthew  D.  Mann,  M.D. 
(Buffalo).     Amer,  Journ.  of  Obstetrics, 

In  this  paper  the  author  advocates  that,  in  a  case  where  the 
surgeon  cannot  replace  the  incarcerated  retroverted  gravid 
uterus,  he  should  not  empty  the  uterus,  but  rather  abdominal 
section  should  be  performed  and  the  uterus  replaced  from  above. 
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Efforts  at  replacement  through  the  vagina  fail,  not  because 
the  uterus  is  too  large  to  be  forced  through  the  pelvic  brim, 
but  because,  filling  completely  the  pelvic  cavity,  when  it  is 
pushed  up  nothing  can  enter  from  above  to  take  its  place,  so 
that  its  progress  is  limited ;  and  the  moment  pressure  is  with- 
drawn from  below,  atmospheric  pressure  forces  the  uterus  down 
again  into  its  old  false  position.  It  can  only  be  got  up  by  letting 
the  air  in  behind  it.  The  author  records  two  cases  successfully 
treated  by  him  by  abdominal  section.  After  opening  the  abdo- 
men he  replaces  the  uterus  and  closes  the  abdomen.  He  there- 
fore advocates  this  procedure  in  preference  to  emptying  the 
uterus. 

Pus  IN  THE  Pelvis.    By  Joseph  Taber  Johnson,  M.D.  (Wash- 
ington).   Amcr,  Journ.  of  ObsUtrics, 

In  this  paper  the  author  records  twelve  cases,  as  examples 
of  different  varieties  of  pus  in  the  pelvis,  treated  by  vaginal 
section,  irrigation  and  gauze  drainage.  He  is  convinced  that 
this  method  has  advantages  over  cceliotomy  followed  by  difficult 
and  prolonged  enucleation  of  pus  sacs.  In  operating  on  an 
abscess  from  the  vagina  it  is  not  necessary  that  the  abscess  sac 
must  impinge  against  and  be  adherent  to  the  vaginal  roof,  so 
long  as  drainage  is  maintained  free  from  obstruction.  There 
is  less  danger  of  infection  of  the  abdominal  cavity  when  vaginal 
is  substituted  for  abdominal  drainage.  The  author  insists  on 
a  large  opening  from  the  vagina,  on  the  tearing  out  of  the  bottom 
of  the  abscess,  copious  irrigation  and  gauze  packing.  Pus  sacs 
may  be  safely  opened  when  within  reach  of  the  examining 
finger,  the  alternate  band  making  pressure  from  above  as  in 
bimanual  palpation. 

On  examination,  however,  of  his  twelve  cases,  a  summary  of 
which  is  given  below,  we  find  that  all  the  pus  cases  are  appar- 
ently large  pyosalpinxes  except  one,  which  was  a  suppurating 
haematocele.  Four  of  the  twelve  are  hysterectomies,  not  for  pus 
but  for  other  causes. 

(i)  "  Sac  of  pus  in  the  pelvis,"  gonorrhoeal  origin,  opened  by 
forceps  from  vagina;  (2)  ''Abscess  high  up  on  the  right  side," 
opened  by  forceps  from  vagina ;  (3)  '*  Abscess  fluctuating  very 
distinctly  from  vagina,"  treatment  same  as  one  and  two ;  (4) 
"  Abscess  behind  uterus,  fluctuating  from  vagina,"  opened  by 
forceps  from  vagina ;  (5)  *'  Abscess  behind  uterus,  fluctuating 
from  vagina,"  opened  by  forceps  from  vagina ;  (6)  *'  Suppurating 
haematocele,"  opened  from  vagina — free  haemorrhage — had  to 
rely  on  gauze  packing ;  (7)  '*  Pyosalpinx,"  opened  from  vagina 
by  forceps ;  (8)  ''  Vaginal  hysterectomy  for  pain  and  haemor- 
rhage " ;  (9)  *'  Vaginal  hysterectomy  for  infection  of  uterus  by 
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sloughing  fibroid  **^  (loand  ii)  "  Vaginal  hysterectomy  for  pain, 
nervous  symptoms  and  haemorrhage";  (12)  "Twice  operated 
upon  from  vagina  by  forceps  for  pus  in  Douglas'  pouch." 

All  these  cases  made  complete  recoveries.  Numbers  7  and 
12  were  very  ill  indeed,  suffering  from  general  septic  poisoning 
before  operation,  and  were  not  in  a  condition  to  stand  a  severe 
abdominal  section. 

Experience  proves  that  with  the  complete  discharge  of  the 
offending  pus,  irrigation  and  free  drainage  through  the  vagina, 
the  patient  will  get  entirely  well.  The  peritoneal  cavity,  being 
walled  off  by  adhesions,  is  not  opened.  The  removal  of  the 
uterus,  as  a  rule,  in  the  class  of  cases  above  reported,  seems  to 
the  author  to  be  going  a  step  too  far.  In  the  small  number 
of  cases  where  its  removal  is  necessary  it  is  better  to  remove 
it  through  the  vagina. 

Removal  of  the  abscessed  organs  themselves  is  not  necessary 
to  a  symptomatic  cure ;  a  complete  and  permanent  restoration 
to  health  is  the  rule ;  a  secondary  operation  later  on  is  the 
exception. 

Pregnancy  following  Ventrofixation,  with  Improvements 
IN  THE  Technique  of  the  Operation.  By  A.  Lapthorne 
Smith,  M.D.,  London,  Fellow  of  the  American  Gynaecolo- 
gical Society,  &c.     Amer.  Journ.  of  Obstetrics. 

In  this  paper  there  is  an  exhaustive  review  of  the  cases  of 
ventrofixation  performed  in  America.  After  dwelling  upon  the 
relative  advantages  and  drawbacks  of  ventrofixation,  and  ventro- 
suspension,  and  Alexander's  operation,  the  author  reports  replies 
to  100  circular  letters  sent  out  on  May  10,  1898,  to  prominent 
physicians  in  America,  asking  them  if  they  knew  of  any  cases 
of  pregnancy  following  ventrofixation,  and  if  so  how  many,  and 
how  many  went  on  to  normal  confinement,  and  how  many  had 
met  with  accidents  which  might  fairly  be  attributed  to  the 
ventrofixation.  One  hundred  and  forty-eight  cases  were  re- 
ported in  which  the  uterus  had  been  firmly  fixed  to  the 
abdominal  wall,  pregnancy  followed,  and  in  thirty-eight,  ue,,  in 
30  per  cent.,  there  was  trouble  at  the  confinement  due  to  the 
ventrofixation. 

After  considering  the  evidence  he  concludes : — 

(i)  That  as  far  as  curing  retrodisplacement,  either  retro- 
flexion or  retroversion  or  anteversion  with  retroversion  is  con- 
cerned, ventrofixation  with  two  buried  silk  stitches  through  the 
peritoneum  and  fascia  gives  the  most  reliable  results.  Failures 
are  unknown  when  the  operation  is  performed  in  this  way. 

(2)  Ventrofixation  should  be  reserved  for  cases  in  which 
abdominal  section  is  necessary  for  other  reasons,  such  as  the 
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detaching  of  adhesions  and  the  removal  of  the  diseased  tubes 
which  cause  the  adhesions.  When  it  is  expected  that  pregnancy 
may  follow,  some  other  operation  should  be  chosen,  because — 

(3)  When  the  uterus  is  firmly  attached  to  the  abdominal 
wall  and  pregnancy  follows,  trouble  of  some  kind,  either  pain, 
miscarriage,  or  difficult  labour,  requiring  obstetrical  operations, 
takes  place  in  about  30  per  cent,  of  the  cases. 

(4)  When  suspensio  uteri  was  performed,  f.^.,  the  uterus 
attached  to  the  peritoneum  of  the  abdominal  wall,  a  few  relapses 
occurred,  but  to  counterbalance  this  objection  the  patients  were 
free  from  pain  during  pregnancy,  and  the  labours  were  less 
tedious,  neither  did  they  require  resort  to  serious  obstetrical 
operations.  The  uterus  should,  therefore,  be  suspended  rather 
than  fixed  to  the  abdominal  wall  in  all  cases  in  which  any  part 
of  the  ovary  is  allowed  to  remain. 

(5)  A  third  method,  it  is  claimed  by  some,  viz.,  the  intra- 
abdominal shortening  of  the  round  ligaments,  is  preferable  to 
either  ventrofixation  or  suspensio  uteri.  This  may  be  done 
either  by  drawing  a  loop  of  the  round  ligament  into  the  loop 
which  ties  off  the  ovary  and  tube,  or  in  cases  in  which  the  latter 
are  not  removed,  simply  to  detach  them  from  adhesions  and 
shorten  the  round  ligament  by  drawing  up  a  loop  of  it  and 
stitching  it  to  itself  for  a  space  of  about  2  inches.  By  this 
means  the  round  ligament  develops  as  pregnancy  advances,  and 
the  dragging  and  pain  and  other  more  serious  accidents  which 
are  present  in  30  per  cent,  of  the  cases  of  ventrofixation  are 
certainly  avoided. 

(6)  If  the  uterus  is  attached  to  the  abdominal  wall  the 
stitches  should  be  kept  on  the  anterior  surface,  but  near  the 
top  of  the  fundus.  The  complications  were  more  frequent  when 
there  was  too  much  anteversion  than  when  the  anterior  surface 
of  the  fundus  was  attached  to  the  abdominal  wall. 

(7)  As  large  a  surface  as  possible  should  be  made  to  adhere, 
by  scarifying  both  the  anterior  surface  of  the  fundus  and  the 
corresponding  surface  of  the  abdominal  peritoneum,  in  which 
case  one  buried  silk  suture  will  be  sufficient  to  keep  the  uterus 
in  good  position. 

(8)  Several  of  my  correspondents  mentioned  incidentally  that 
they  knew  of  many  cases  of  pregnancy  after  Alexander's  opera- 
tion, and  that  in  no  case  was  the  pregnancy  or  labour  unfavour- 
ably influenced  by  it.  Alexander's  operation  should  therefore 
be  preferred  whenever  the  uterus  and  appendages  are  free  from 
adhesions. 

(9)  The  results  of  Alexander's  operation  are  so  good  that 
even  when  there  are  adhesions  it  may  be  well  to  adopt  the  pro- 
cedure of  freeing  the  adhesions  by  a  very  small  median  incision 
and  then  shortening  the  round  ligaments  by  Alexander's  method, 
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after  which  the  abdomen  should  be  closed.  This  can  be  done 
without  adding  more  than  one-half  of  i  percent,  to  the  mortality, 
which  in  Alexander's  operation  is  nU. 

Vaginal  Ablation  in  Pus  Cases.    By  W.  R.  Pryor,  M.D., 
New  York.     Amer,  Joum,  of  Obstetrics. 

The  author  here  describes  his  method  of  removal  of  the 
uterus  in  cases  where  both  adnexa  have  to  be  sacrificed.  He 
divides  his  difficulties  by  splitting  the  uterus.  He  makes  an 
anterior  and  a  posterior  incision,  not  completely  encircling  the 
cervix,  but  leaving  an  eighth  of  an  inch  of  vaginal  mucous 
membrane  between  the  sides  of  the  incision.  This  is  left  to 
preserve  intact  the  base  of  the  broad  ligament  containing  the 
uterine  arteries,  which  can  be  secured  by  the  lowest  pair  of 
forceps.  The  bladder  is  separated  from  the  uterus,  and  if 
possible  the  posterior  cul-de-sac  is  entered. 

The  uterus  is  now  pulled  down  and  the  anterior  wall  incised 
in  the  middle  line ;  by  gradually  pulling  and  cutting,  the  fundus 
is  reached.  By  means  of  the  finger,  adherent  omentum,  intes- 
tines or  adnexa  are  separated  from  the  posterior  surface  of  the 
uterus  in  the  middle  line.  A  retracting  director  is  now  passed 
up  behind  the  uterus  along  the  track  made  for  it  by  the  finger. 
This  will  push  the  uterus  further  forwards  than  it  can  be  pulled 
by  the  forceps.  A,  special  bistoury  is  introduced  and  the  uterus 
cut  in  two  halves.  One  half  is  pushed  up  into  the  pelvis,  secured 
by  two  forceps.  This  proceeding  facilitates  the  enucleation  of 
the  adnexa.  By  drawing  the  other  half  of  the  uterus  down  into 
the  vagina,  several  fingers  or  even  the  whole  hand  can  be 
introduced  into  the  pelvis  to  enucleate  the  appendages.  After 
freeing  one  ovary  and  tube  they  are  left  alone  and  the  corres- 
ponding half  of  the  uterus  shoved  up  into  the  pelvis.  The  other 
half  is  brought  down  and  the  appendages  of  that  side  enucleated. 
This  freed  ovary  and  tube  are  pulled  up  above  and  anterior  to 
the  comu  by  Luer's  forceps  and  the  ovarian  artery  clamped. 
This  is  the  first  pair  of  forceps  applied.  It  is  put  on  from  above 
down.  In  applying  the  forceps  in  this  way  the  ovarian  vessels 
are  caught  by  the  bottom  of  the  forceps  and  not  near  the  points 
of  the  bite.  The  assistant  holds  this  forceps  while  the  broad 
ligament  is  cut  to  its  points.  The  next  pair  of  forceps  is 
applied  to  the  uterine  artery  and  includes  all  the  tissues  to  the 
vagina.  It  can  be  put  on  from  above  down  or  from  below  up, 
and  passes  between  the  uterus  and  the  forceps  on  the  ovarian 
artery.  The  uterus  is  cut  away.  The  same  proceeding  is  now 
adopted  on  the  other  side.  Gauze  is  placed  between  the  forceps 
and  the  vaginal  wall,  and  between  the  sets  of  forceps  so  as  to 
fill  the  vagina. 
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Irrigation  with  Salt  Solution  and  other  Fluids  in 
Surgical  Practice.  By  Hunter  Robb,  M.D.,  Cleve- 
land, Ohio.    AnuY.  Joum,  of  Obstetrics, 

In  selecting  a  fluid  for  irrigating  the  abdominal  cavity  one 
looks  for  one  that  promises  the  best  possible  results  with  a 
minimum  possible  amount  of  harm.  Solutions  containing  germi- 
cidal drugs  are  open  to  the  objection  that  they  can  never  be  of 
sufficient  strength  to  destroy  the  septic  material  without  pro- 
ducing local  lesions  or  even  general  toxic  effects,  from  the 
absorption  into  the  system  of  the  chemical  irritants  which  they 
contain.  Experience  has  shown  that  the  use  of  solutions  of 
bichloride  of  mercury  or  of  carbolic  acid  for  irrigation  of  the 
peritoneal  cavity  must  now  be  unhesitatingly  condemned,  not 
only  on  account  of  the  local  necrotic  effects  which  are  produced, 
but  also  because  of  the  more  or  less  grave  symptoms  of  general 
intoxication  which  have  been  time  and  again  observed.  Even 
plain  hot  water  is  said  with  reason  to  have  a  definite  deleterious 
effect  upon  the  tissues.  It  is  a  fact  well  known  to  microscopists 
that  when  fresh  animal  tissues  are  examined  in  plain  water  the 
cells  are  found  to  be  seriously  altered ;  and,  as  has  been  shown 
by  repeated  experiments,  the  red  and  white  blood  corpuscles 
are  injured  or  completely  broken  down  by  its  action.  In  em- 
ploying irrigation  alter  abdominal  operations  one  aims  not  only 
at  cleansing  the  peritoneal  cavity,  but  also  at  producing  such  a 
stimulus  that  the  effects  of  the  shock  from  a  severe  and  long 
operation  may  as  far  as  possible  be  minimised.  In  normal  salt 
solution,  sterilised,  and  heated  to  110°  F.,  one  has  an  agent 
which  offers  these  advantages  and  which  thus  far  has  never  been 
shown  to  have  any  deleterious  influence  upon  the  tissues  with 
which  it  is  brought  in  contact.  To  meet  the  objection  raised 
against  irrigation,  that  it  might  disperse  septic  or  malignant 
particles  of  material  among  the  coils  of  the  intestines,  especially 
in  the  upper  part  of  the  abdominal  cavity,  it  is  safer,  in  every 
case  in  which  the  presence  of  such  infective  material  is  suspected, 
to  first  swab  out  the  abdominal  cavity  with  sterilised  gauze 
sponges  and  afterward  employ  irrigation. 

The  author  has  used  salt  solution  for  irrigating  the  abdominal 
cavity  for  the  past  eight  years,  and  for  the  past  three  years  he 
has  left  in  the  abdominal  cavity  from  300  cubic  centimetres  to 
several  litres  of  salt  solution,  at  a  temperature  of  110°  F.,  after 
every  abdominal  operation  when  not  employing  drainage.  From 
observation  of  his  cases  the  author  is  convinced  that  this  proce- 
dure undoubtedly  diminishes  the  shock  which  generally  follows 
a  serious  abdominal  operation,  and  he  also  believes  that  it  often 
diminishes  the  thirst  of  which  patients  so  frequently  complain 
after  such  operations. 

J.  F.  J. 


456     Summary  of  Gynecology ^  including  Obstetrics 

New  Process  for  Enlarging  the  Uterine  Cervical  Canal 
IN  Cases  of  Stenosis.  By  Dr.  Guillaume  Livet,  Monitor 
at  the  Clinique  de  Gynaecologie  und  Obst6trique  of  the 
Faculty  of  Medicine  of  Paris,  Oflficer  of  Public  Instruction. 
Polytechniqw  Medicale  of  Feb.  28,  1898. 

This  new  process  is  applied  to  the  treatment  of  stenosis  of 
the  cervix  uteri.     The  os  is  first  dilated  by  laminary  tents,  the 
patient  is  then  placed  in  the  dorso-sacral  position  and  anaesthe- 
tised, and,  if  necessary,  the  dilatation  is  completed  by  means  of 
Hegar's  dilators.    The  os  is  brought  down  to  the  vulva.     The 
cervical  canal  is  divided  by  four    radial    incisions   into   four 
pyramidal  sections,  having  their  base  at  the  outer  surface  of 
the  external  os,  and  their  summit  at  the  internal  os,  removing 
the  mucous  membrane  of  the  canal  between  the  internal  and  the 
external  os  and  some  tissue  surrounding  it,  so  as  to  leave  a 
conical  cavity,  having  its  base  at  the  external  os  and  its  summit 
at  the  internal  os.     In  this  conical  cavity  is  inserted  a  drainage 
tube  of  the  kind  of  that  of  Championni^re  modified,  so  as  to 
have  a  wider  fiange  at  the  external  end  provided  with  two  holes 
for  ligatures  to  maintain  it  in  position  ;   the  tube  is  surrounded 
with  iodoform  gauze.    The  haemostasis  is  thus  perfect  without 
danger  of  secondary  haemorrhage.     The  vagina  is  packed  with 
iodoform  gauze,  and  the  dressing  is  removed  on  the  third  day. 
An  injection  of  corrosive  sublimate  is  given  and  the  iodoform 
gauze  dressing  is  either  replaced  or  antiseptic  injections  used, 
and  the  vulva  covered  with  absorbent  cotton  wool. 

On  the  tenth  day  the  drainage  tube  may  be  removed,  the 
wound  is  first  cicatrised,  the  mucous  membrane  of  the  cervical 
canal  having  been  reproduced,  but  more  extensively  than  before. 
The  cervical  canal  remains  patent  without  any  tendency  to 
contraction. 

The  author  contends  that  his  process  gives  better  results 
than  the  method  adopted  by  Pozzi,  Bouilly,  Makawald,  &c.,  and 
it  no  doubt  deserves  a  fair  trial. 

New  Technique  of  Drainage  of  the  Peritoneal  Cavity. 
By  Dr.  Henri  Delag^ni^re.  PolyUchniquc  Midicak^  March 
31,  1898. 

The  conclusions  of  this  communication,  made  on  March  30, 
1898,  at  the  Soci6t6  de  Chirurgie,  are  as  follows  : — The  drainage 
of  the  peritoneum,  notwithstanding  a  considerable  transforma- 
tion, which  it  has  undergone  since  the  introduction  of  tamponne- 
ment  by  Mickulicz,  is  still  defective.  The  author  considers  that 
he  has  improved  on  this  method  by  draining  the  peritoneum  on 
the  principle  of  a  spirit  lamp  by  means  of  sterilised  wicks  con- 
tained in  sterilisable  metallic  tubes.     He  finds,  however,  that 
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capillary  drainage,  as  devised  by  Mickulicz,  is  preferable  in 
cases  where  a  considerable  focus  of  infection  is  to  be  kept 
isolated  from  the  larger  abdominal  cavity,  but  even  in  those 
cases  there  would  be  an  advantage  in  employing  two  tubes  with 
sterilised  wicks,  one  to  be  placed  in  the  wound  and  the  other  in 
a  counter  opening. 

The  metallic  tubes  employed  are  perforated  in  their  inferior 
half.  The  superior  orifice  intended  to  rest  on  the  skin  is  pro- 
vided with  a  flange  to  prevent  the  apparatus  from  disappearing 
into  the  abdominal  cavity.  The  tube  is  from  8  to  12  cm. 
(about  3  to  5  inches)  long,  its  diameter  varies  from  15  to  20 
mm.  (f  to  f  of  an  inch),  a  wick  of  absorbent  cotton  is  inserted 
into  it  with  its  extremities  spread  out  at  each  end  of  the  tube, 
the  one  in  the  abdominal  cavity,  the  other  outside  over  the 
skin.  The  wick  may  be  changed  in  the  course  of  subsequent 
dressings;  it  is  sometimes  difficult  to  loosen  it,  but  with  care 
this  can  be  done  without  accident.  This  method  of  drainage 
gives  excellent  practical  results. 

P.  Z.  H. 

The  Vascular  Connections  of  the  Placental  Circulation 
OF  Uniovular  Twins,  their  Development  and  Results. 
By  Friedrich  Schatz.  Archiv,  f,  Gyn,y  Bd.  Iv.,  pp.  485- 
615.     Pits,  xxii.-xxv. 

III. — The  Acardii  and  their  Kin, 

This  paper,  a  continuation  of  previous  ones  in  the  same 
archives,  aims  at  tracing  the  origin  of  the  acardii  and,  by  means 
of  kindred  types  the  macrocardii  and  microcardii,  bringing  them 
into  an  unbroken  and  connected  series  with  normal  twins. 
Though  the  macrocardii  and  microcardii  proper  do  not  so 
closely  resemble  the  acardii  as  do  their  heteromorphous  forms 
and  the  hemiacardii,  they  are,  as  being  fundamentally  normal 
in  form,  more  important  types  and  stand  nearer  the  normal 
twin  foetus. 

When  two  embryos  develop  from  a  single  ovum,  at  the 
junction  of  the  two  placentae,  branches  of  villi  common  to  each 
are  found,  the  vein  supplied  by  one  and  the  artery  by  the  other. 
A  triple  circulation  is  thus  formed  through  which  transfusion 
takes  place  from  the  one  embryo  to  the  other,  i.^.,  villous  trans- 
fusion. The  vessels  proper  to  the  two  embryos  also  anastomose, 
and  should  the  anastomoses  not  compensate  for  the  difiierence  in 
transfusion,  that  embryo  which,  in  consequence  of  the  unequal 
lumina  of  the  transfusing  vessels  is  losing  blood,  becomes 
anaemic,  and  the  other  plethoric  and  the  subject  of  hypertrophy 
of  the  heart — macrocardia. 

If  the  placental  anastomosis  be  wanting,  the  foetus,  deprived 
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of  its  due  supply  of  blood,  becomes  a  microcardius.  Acardia  may 
arise  from  primary  death  of  the  heart,  or  from  some  impediment 
in  the  circulation  of  the  blood  from  the  placenta  to  the  heart  of 
an  embryo,  the  death  of  the  organ  being  induced  by  its  depriva- 
tion of  due  nourishment. 

These  considerations  have  led  Schatz  to  the  arrangement  of 
a  natural  system  of  the  acardii  and  their  kin,  which  he  gives 
in  tabular  form  above.  The  details  of  the  extended  investi- 
gation have  been  carried  out  with  his  well-known  thoroughness 
and  are  illustrated  by  excellent  drawings. 
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The   Bacteriology  of  the  Vagina.    By   Kottmann  (Bern). 
Arckiv.fiir  Gynakologie,  Band  Iv. 

The  streptococci  found  on  examination  of  fifty-four  cases  had 
a  slight  virulence  which  was  increased  according  to  the  kind  of 
secretion  used  for  inoculation.  Ddderlein*s  division  of  the 
vaginal  secretions  into  normal  and  pathological  form  was  not 
supported  by  naked  eye  and  microscopical  examination ;  no 
prognosis  as  to  the  course  of  childbed  is  to  be  deduced  from  this 
secretion.     Pathological  bacteria  were  found  more  easily  and 
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in  larger  numbers  in  the  lower  part  of  the  vagina  than  in  the 
upper. 

Agnes  Bluhm  (Berlin)  describes  a  tumour  of  the  inguinal 
region  as  a  lymphangiectasitic  cysto-fiibroma  of  the  round 
ligament. 

Contribution  to  the  Anatomy  and  Etiology  of  Tubal 
Pregnancy  founded  on  a  Specimen  of  Tubal  Mole.  By 
GoEBEL  (Zurich).    Archiv.fur  Gyndhologie^  Band  Iv. 

The  author  describes  a  diverticle  of  the  tubal  wall  which 
he  considers  as  an  auxiliary  tube  and  makes  answerable  for 
tubal  pregnancy,  of  which  he  gives  a  detailed  account  of  the 
specimen.  He  concludes  that  the  tubal  syncytium  is  of  maternal 
origin. 

Placental  Tubal  Polypus.  By  L.  Fraenkel.  Arckiv.  fur 
GynakologiCy  Band  Iv. 

Two  cases  of  placental  tubal  polypus,  which  after  abortion 
or  rupture,  like  intrauterine  placental  polypi  (in  their  residual 
ovular  remains),  may  cause  prolonged  haemorrhage  into  the 
peritoneum.  The  treatment  must  consist  in  removal  of  the 
tube. 

The  Direction  of  Ciliary  Movements  in  the  Human 
Uterus.  By  L.  Mandl  (Wien).  CenttalblaU  /.  Gyn,^ 
No.  13,  1898. 

An  unsettled  question.  According  to  Wyder  the  direction 
of  movement  is  from  below  upwards ;  according  to  Hofmeier 
from  above  downwards.  In  four  recent  uteri  out  of  eleven, 
Mandl  found  the  ciliary  stream,  as  in  the  tubes,  directed  down- 
wards, thus  supporting  Hofmeier's  view.  In  the  seven  others 
the  ciliary  filaments  were  small. 

Vaginal  Hysterectomy  without  Compression  Forceps  or 
Ligatures:  H^mostasis  by  means  of  the  "Angiotribe." 
By  Tuffier.     Soc,  de  Chirurgie^  May  18,  1898. 

The  author  communicated  the  results  of  his  new  method  of 
vaginal  hysterectomy,  in  which,  to  control  haemorrhage,  he 
employs  an  instrument  he  calls  an  **  angiotribe "  instead  of 
compression  forceps  or  ligatures.  He  has  so  operated  on  twenty- 
three  cases,  twelve  for  pelvic  suppuration,  two  for  suppurations 
complicated  by  baematocele,  eight  for  uterine  fibromata,  and  one 
for  cancer  of  the  collum.  One  patient  died  from  peritoneal 
septicaemia  (autopsy)  and  one,  after  several  days,  from  pul- 
monary congestion,  but  all  the  others  recovered  perfectly. 

He  proceeds  by  the  ordinary  method  till  the  uterus  has  been 
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upset,  then,  instead  of  using  compression  forceps  and  leaving 
them  in  position,  he  squeezes  the  broad  ligaments  strongly 
between  the  blades  of  his  "angiotribe"  and  withdraws  the 
instrument.  When  the  uterus  has  to  be  removed  piecemeal, 
he  uses  the  ordinary  compression  forceps  in  the  first  place, 
and  removes  them  one  by  one  when  the  operation  is  finished, 
each  time  crushing  the  liberated  portion  of  the  broad  ligament 
between  the  jaws  of  his  angiotribe.  It  is  necessary  to  close 
the  instrument  completely  and  to  keep  it  in  the  axis  of  the 
vagina  while  doing  so. 

One  case  presented  such  symptoms  of  internal  haemorrhage 
that  his  assistants  at  once  opened  the  abdomen,  only  to  be 
assured  of  the  perfection  of  his  haemostasis.  In  another  the 
dressings  were  so  reddened  with  blood  that  he  removed  his 
vaginal  tampons  and  found  the  bleeding  came,  not  from  the 
broad  ligament,  but  from  the  wound  in  the  vagina. 

On  Securing  the  Blood-vessels  in  Panhysterectomy.    By 
VON  Herff.     CentrcdhU,  f,  Gynak,,  No.  18,  1898. 

Reviewing  the  methods  for  preventing  haemorrhage  and  the 
question  as  to  whether  better  results  are  attained  by  securing 
the  vessels  separately  or  in  a  mass  (compression  by  forceps), 
V.  Herff  concludes :  "In  my  opinion  we  have  not  so  often  to 
decide  in  our  interference  whether  one  should  compress  by 
separate  ligatures  or  in  a  mass,  whether  one  should  use  silk  or 
catgut — but  whether  for  any  particular  case  the  method  chosen 
affords  the  greatest  security  attainable,  and  whether — and  this 
in  abdominal  operations  is  by  no  means  least  important — this 
method  is  as  uncomplicated  and  therefore  as  little  unduly  pro- 
tracted as  possible.  Each  method  has  its  advantages  and  dis- 
advantages, and  a  rigid  adherence  to  one  or  the  other  merely 
shows  the  shortsightedness  or  want  of  experience  of  the  operator. 
*  Every  good  method  in  its  own  place,  none  should  completely 
exclude  the  other,'  must  in  this  question,  as  in  so  many  others 
in  medicine,  be  our  accepted  motto." 

On  the  Treatment  of  Total  Prolapse  of  the  Uterus 
BY  Total  Extirpation.  By  O.  Fuchs  (Breslau).  Monats, 
f,  Geb.  u.  Gyn.     Band,  vii..  Heft  5. 

This  heroic  treatment  is  adapted  to  the  most  severe  cases  of 
prolapse  in  the  climacteric,  and  must  be  quite  an  exception  before 
the  menopause,  but  in  suitable  cases  has  great  advantages  over 
the  combination  of  ventrofixation  with  operations  for  narrow- 
ing the  vagina ;  plastic  operations  alone,  in  severe  cases  affecting 
women  who  have  to  work  hard,  need  not  be  considered.  A 
relapse  occurred  in  two  out  of  thirteen  cases,  arising  each  time 
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from  a  newly  formed  cystocele.  It  is  therefore  necessary  in  the 
operation  to  provide  for  the  bladder  by  a  sunken  catgut  suture. 
Cohabitation  is  not  interfered  with. 

Panhysterectomy  for  Cancer  of  the  Uterus.    By  Thumin, 
Berlin  (Landau's  Clinic).     Berlin  K.  Wochemchnft^  No.  18, 
•    1898. 

In  the  past  ten  years  104  total  extirpations  of  the  womb  for 
cancer  have  been  performed  in  Professor  Landau's  Clinic,  and 
in  nearly  all  of  them  compression  forceps  have  been  employed  to 
control  the  bleeding.  In  all  cases  the  diagnosis  was  verified 
by  microscopic  examination.  All  patients  stated  to  be  cured 
have  been  summoned  to  the  clinic  and  have  undergone  a 
searching  examination. 

Ages. —  Under  30,  7  cases ;  under  40,  35  cases ;  imder  50,  38 
cases ;  under  60,  15  cases;  over  60,  9  cases.    Total  104. 

Results, — Died  after  operation,  8  (==  7*  6  per  cent).  Free  from 
recurrence,  32  (=  30*7  per  cent.).  Died  from  recurrence,  1 ; 
alive  with  recurrence,  38 ;  recurrence  ascertained,  but  fate 
unknown,  7.  Died  from  metastasis,  2 ;  died  from  unknown 
causes,  14 ;  lost  sight  of,  2.    Total  104. 

Causes. — In  three  fatal  cases,  no  special  cause  of  death 
was  to  be  found.  Ileus  killed  one  patient ;  she  had  risen  the 
day  after  operation,  and  with  the  forceps  in  her  vagina  walked 
several  times  about  the  ward.  A  fifth  case,  complicated  by 
intermitting  diabetes,  died  from  diabetic  coma.  A  sixth  sank 
five  days  post-operation,  there  was  no  myocarditis,  but  she  had 
been  much  debilitated.  A  seventh  died  on  the  seventh  day 
from  general  peritonitis  due  to  concealed  abortion.  An  eighth, 
aged  82,  from  peritonitis. 

Non-recurrent  Cases. — Recurrence  has  been  lately  reported  by 
Bouilly,  Thom  and  others,  after  four  and  a  half  years.  A  rigid 
statistical  report  would,  therefore,  only  embrace  those  who 
had  lived  five  years  without  any  recurrence,  and  the  cases 
operated  on  in  the  last  five  years  do  not  enter  into  our  con- 
sideration. Among  the  other  48,  13  are  alive  at  least  five 
years  after  operation,  =-  27-087  per  cent. 

Fourteen  cases  of  corpus  carcinoma  are  all  alive  except  4, 
who  died — i  three  years  post-operation  from  an  intermittent 
malady ;  i  from  metastasis  and  2  from  recurrence  within  a  year 
post-operation. 

Considerations  of  the  7  cases  under  30  does  not  show  that 
the  prognosis  as  regards  recurrence  is  so  bad  in  young  patients 
as  has  been  asserted — 3  are  free,  of  whom  2  may  be  considered 
cured,  nine  and  a  quarter  and  six  and  a  half  years  post-opera- 
tion. Nor  is  extreme  age  a  reason  against  operation;  of  10 
cases  above  60,  recurrence  was  ascertained  in  i  case  only — i 
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died  from  peritonitis  post-operation,  i  from  a  cause  unknown, 
and  I  three  years  post-operation  from  an  intennittent  malady. 
Other  cases  are  alive  and  well,  nine  and  a  half,  seven  and  five 
years  after  operation. 

Recurrence  is  known  to  have  taken  place  in  46  cases.  The 
average  time  before  recurrence  (in  24  cases)  was  9*2  months. 
The  average  time  before  death  16*82  months.  Recurrence 
from  inoculation  is  not  as  frequent  as  Winter  declared.  In  one 
case  only  could  the  recurrence  be  attributed  to  inoculation,  nor 
was  this  certainly  so. 

Preparatory  operations  are  condemned,  parametritis  may 
occur,  and  inoculation  is  then  likely;  or  if  interference  be  delayed 
the  case  may  become  inoperable. 

Campltcations, — There  were  many  fixed  uteri  from  chronic 
pelvi-peritonitis  and  chronic  inflammatory  changes  in  adnexa ; 
in  one  case  a  bilateral  hydrosalpinx  was  removed ;  a  plastic 
operation  for  a  vesico- vaginal  fistula  was  followed  by  recurrence. 
There  were  two  utero- vaginal  fistulae ;  one,  in  which  the  opera- 
tion included  an  extirpation  of  left  kidney,  died  from  recurrence 
ten  months,  the  other  four  months,  after  interference. 

Secondary  haemorrhage  occurred  in  two  cases.  In  the  first, 
now  alive*  and  free  from  recurrence,  moderate  bleeding  on  the 
fifth  day,  on  removing  a  strip  of  gauze ;  this  was  arrested  by 
a  tampon,  as  was  a  second  attack  on  the  ninth  day ;  a  third 
bleeding  on  the  twelfth  day  necessitated  inspection  of  the  field, 
and  was  found  to  come  from  the  posterior  vaginal  wall ;  it  was 
controlled  by  forceps.  In  the  second  case  in  which  ligatures 
had  been  used,  as  it  was  complicated  by  descent  and  prolapse, 
severe  haemorrhage,  eleven  days  after  operation,  was  controlled 
by  a  tampon,  and  the  patient  was  discharged  on  the  twenty- 
third  day,  but  died  from  recurrence  twenty-three  months  post- 
operation. 

J.  J.  M. 

OBSTETRICAL. 

The  CiESAREAN  versus  Fatal  Mortality.  By  Edward 
Reynolds,  M.D.,  Boston.  The  American  Journal  of  Obstetrics 
and  Diseases  of  Women  and  Children^  June,  1898. 

The  author  wishes  to  advocate  in  this  paper  that,  since  the 
maternal  mortality  of  the  Caesarean  section  has  now  become  so 
low,  its  performance  is  justified  in  all  cases  in  which  a  mechani- 
cal obstacle  renders  the  delivery  of  an  otherwise  healthy  woman 
by  the  usual  obstetrical  operations  more  than  ordinarily  difficult 
and  dangerous.  He  is  strongly  in  favour  of  the  Caesarean 
section,  instead  of  unusually  difficult  high  forceps  or  version. 

As  regards  the  measurements  of  the  pelvis  he  says,  "  with  a 
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pelvic  measurement  of  not  more  than  three  inches  in  the 
conjugate,  I  believe  the  Caesarean  section  to  be  the  only  opera- 
tion which  should  be  considered  in  healthy  women  not  exhausted 
by  long  labour  and  at  full  term.**  '*  When  a  healthy  primipara 
is  found  to  have  a  conjugate  of  between  three  and  four  inches, 
the  possibility  that  an  indication  for  the  Caesarean  section  may 
arise  should  always  be  borne  in  mind.**  In  multiparas  *'  when 
any  definite  contraction  is  associated  with  a  history  of  repeated 
still-births  during  previous  operative  labours,  I  think  that  the 
Caesarean  section  should  be  chosen  ah  initio" 

His  favourable  opinion  of  the  Caesarean  section  is  derived 
from  experience  of  7  performed  by  himself,  of  3  witnessed 
and  advised  by  himself,  and  of  12  performed  by  his 
professional  colleagues  and  friends.  Of  these  22  cases  all 
the  mothers  are  alive  and  21  of  the  children.  He  specially 
urges  the  point  that  the  Caesarean  section  should  be  preferred 
to  more  than  usually  difficult  high  forceps  or  version,  and  in 
healthy  women  not  exhausted  by  long  labour  and  under  the 
care  of  experienced  men. 

Of  cases  similar  to  these  he  finds  that  75  have  been  treated 
in  the  last  ten  years  in  the  Boston  Lying-in  Hospital  by 
forceps  or  version,  and  of  these  i  mother  died  of  pneumonia, 
but  there  were  23  still- births,  a  mortality  of  30  per  cent. 

The  practical  conclusions  which  he  draws  then  are : — 

(i)  That  in  women  who  are  the  subjects  of  visceral  disease 
or  other  previous  ill-health,  and  in  women  who  are  exhausted 
by  long  labour,  the  maternal  mortality  of  the  Caesarean  section 
is  too  great  to  allow  of  its  performance  in  the  interests  of  the 
child  alone. 

(2)  That  in  primiparae  with  moderate  contraction,  the 
decision  whether  or  not  the  Caesarean  section  should  be  per- 
formed as  an  alternative  operation  at  the  beginning  of  labour, 
in  preference  to  an  attempt  at  an  intrapelvic  delivery,  is  a 
decision  which  is  intrinsically  so  difficult  that  it  should  be 
attempted  by  none  but  the  most  experienced  obstetricians. 

(3)  That  in  most  such  cases  of  moderate  contraction  in 
primiparae  it  is  best  to  wait  until  the  progress  of  labour  teaches 
us  which  is  to  be  the  safer  operation  in  the  given  case. 

(4)  That  when  any  healthy  woman  has  lost  one  child  by  a 
difficult  operative  labour  in  the  hands  of  an  expert,  she  should, 
in  the  next  labour,  be  prepared  for  Caesarean  section  and 
delivered  by  it,  unless  the  course  of  labour  shows  that  from 
some  changed  condition — e.g.j  a  small  child  or  a  more  favourable 
position — a  forceps*  delivery  is  likely  to  be  easy. 

(5)  That  in  the  hands  of  an  expert,  if  the  attempted  forceps* 
operation  proves  to  be  exceptionally  difficult  it  should  be 
suspended,  and  if  the  fcetal  heart  is  undisturbed,  should  be 
abandoned  in  favour  of  Caesarean  section. 
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(6)  With  a  conjugate  under  3I  inches  the  Caesarean  section 
under  favourable  circumstances  is  the  operation  of  preference. 

He  recommends  to  general  practitioners  that  in  unfavourable 
cases  the  maternal  mortality  of  the  section  is  too  high  to  justify 
its  performance  for  the  sake  of  the  child  alone,  and  that  when 
any  practitioner  is  consulted  by  a  patient  in  whom  a  previous 
labour  has  resulted  in  the  delivery  of  a  still-born  child  by  high 
forceps  or  version  performed  for  simple  delay — ».^.,  in  the 
absence  of  obstetrical  emergencies  —  the  pelvis  should  be 
measured  and  the  question  of  the  performance  of  the  Caesarean 
section  should  be  settled  in  advance  of  labour.  Finally,  the 
author  concludes  that  the  operation  may  be  performed  by  any 
man  who  has  had  a  fair  experience  of  abdominal  surgery. 

J.  F.  J. 

A  Case  of  Extra-uterine  Gestation,  with  a  Study  of  the 
Origin  of  the  Syncytium.  By  H.  L.  Williams,  M.D., 
Assistant  Pathologist  to  the  Philadelphia  Polyclinic  Hos- 
pital, and  by  Mr.  L.  T.  Salmon,  of  the  Pennsylvania 
Medical  School. 

In  this  paper  is  a  very  interesting  review  of  the  literature  of 
the  subject,  after  which  is  a  clear  description  of  the  microscopic 
structures  found  in  a  specimen  removed  from  a  fatal  case  of  an 
early  ruptured  ectopic  gestation.  The  specimen,  consisting  of 
the  tube  and  its  contents,  was  preserved,  cut  into  eight  pieces, 
at  right  angles  to  the  long  diameter,  and  microscopic  sections 
made  from  every  portion  of  it.  The  report  of  these  is  inserted 
here  in  full. 

On  examining  first  the  small  elongated  attachment,  we  find  a 
cross  section  of  the  Fallopian  tube  as  it  should  appear  normally 
at  the  isthmus.  The  branching  fringes  of  the  mucous  membrane 
project  into  the  lumen  of  the  tube,  the  ciliated  columnar  epi- 
thelium is  preserved,  no  inflammation  is  seen,  and  the  tube  is 
absolutely  normal  in  every  respect.  This  point  is  of  special 
interest  in  that  it  shows  that  the  retention  of  the  impregnated 
ovum  in  the  present  case  was  not  due  to  any  obstruction  to  its 
free  passage  into  the  uterine  cavity  or  to  an  inflamed  condition 
of  the  tubal  mucosa.  Examining  now  serial  sections  as  they 
pass  from  the  normal  tube  to  the  centre  of  the  mass,  the  flrst 
deviation  appears  as  a  fibrinous  coagulum  of  blood  in  the  centre 
of  the  lumen ;  but  in  this  section  the  mucous  lining  of  the  tube 
is  still  absolutely  normal.  As  we  pass  on,  the  fibrinous  coagulum 
grows  larger  and  larger,  dilating  the  lumen  and  stretching  the 
tube.  The  branching  fringes  become  shorter  and  fewer  in 
number,  until  they  disappear  altogether. '  The  epithelium,  at 
first  columnar,  becomes  gradually  cuboidal,  then  a  granular 
layer  appears,  and  finally  a  fine  band,  that  takes  the  stain  more 
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intensely  than  the  other  tissue,  but  in  which  no  cellular  outlines 
can  be  distinguished.  No  indication  of  inflammation  is  present 
in  the  tissue  below  the  epithelium,  and  all  the  changes  present 
give  indication  of  being  the  direct  result  of,  and  not  the  cause  of, 
the  tubal  gestation.  The  peritoneal  covering  of  the  tube  is 
greatly  thickened  and  inflamed,  due,  no  doubt,  to  the  peritonitis 
before  the  operation  was  performed.  The  tubal  wall,  at  first 
normal,  grows  gradually  thinner  as  we  reach  the  centre  of  the 
mass,  until  the  muscular  bundles  finally  entirely  disappear  and  the 
whole  wall  is  transformed  into  a  narrow  fibrous  band.  In  the 
present  specimens  we  are  unable  to  find  any  trace  of  decidual 
cells  in  the  general  tubal  mucosa.  When  the  chorion  villi  come 
in  direct  contact  with  the  tube  wall  we  do  find  well-developed 
masses  of  decidual  cells,  which  in  the  uterus  would  constitute 
the  decidua  serotina.  But  no  decidua  refiexa,  such  as  is 
described  by  Webster  as  existing  in  a  specimen  in  the  Museum 
of  the  Royal  College  of  Surgeons  in  Edinburgh,  can  be  found  in 
our  sections.  The  preparation  made  from  the  quadrant  situated 
on  the  side  opposite  the  point  of  tubal  attachment  shows  bands 
of  tubal  decidua  serotina,  in  some  cases  in  contact  with  the  ends 
of  fixing  villi,  in  other  cases  separated  from  them  by  a  consider- 
able interval— ».^.,  the  decidual  cells  form  the  boundary,  toward 
the  tubal  wall,  of  the  intervillous  space.  In  every  case  the  villi 
are  covered  by  the  syncytial  layer,  but  in  no  case  is  the  decidua, 
which  forms  the  boundary  on  the  side  of  the  maternal  structure, 
covered  by  this  thin  syncytial  band.  In  one  case,  where  a 
fixing  villus  abuts  against  the  decidual  tissue,  the  syncytial  and 
Langhan's  cells  with  which  the  villus  is  covered  have  been 
absorbed  at  the  surface  of  contact.  The  origin  of  the  syncytial 
layer,  which  we  define  as  the  outer  investing  membrane  oi  the 
chorion  villi,  made  up  of  a  homogeneous  protoplasm  in  which 
are  found  free  nuclei  with  no  individual  cell  body,  is  a  much 
disputed  point. 

The  question  at  issue  is  as  to  whether  this  syncytial  membrane 
is  of  foetal  or  maternal  origin.  When  considered  as  of  maternal 
origin  it  is  supposed  to  be  derived  either  from  the  single  layer  of 
epithelial  cells  covering  the  surface  of  the  endometrium,  or  from 
the  tubal  mucosa,  or  to  be  derived  from  the  endothelial  lining 
of  the  capillaries,  which,  according  to  Minot  and  Hertwig,  dilate 
enormously  to  fill  the  intervillous  blood  spaces.  When  con- 
sidered as  of  foetal  origin  the  syncytium  is  assumed  to  be  a  direct 
derivation  of  the  foetal  ectoderm.  From  a  careful  study  of  the 
villi  in  the  case  at  hand,  which  certainly  must  be  at  one  of  the 
earliest  periods  of  development  obtainable,  we  are  led  to  draw 
the  following  conclusions  : — 

Firstly,  that  the  syncytial  cells  are  not,  as  claimed  by 
Ruge,  derived  from  the  superficial  epithelial  cells  of  the  en- 
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dometrium,  as  of  course  they  could  not  be  in  the  present  case, 
since  the  villi  have  never  been  within  the  cavity  of  the  uterus. 

Secondly,  that  the  syncytial  cells  are  not  derived  from  the 
superficial  epithelial  cells  of  the  tubal  mucosa,  since  the  small 
villous  buds,  which  cannot  possibly  have  come  in  contact  with 
the  tubal  mucosa,  show  the  syncytial  layer  in  greatest  perfec- 
tion. Furthermore,  where  the  fixing  villi  are  in  contact  with 
the  tubal  decidua,  not  only  is  there  no  trace  of  the  epithelium 
on  the  surface  of  the  decidual  tissue,  but  -also  the  syncytial  layer 
which  covered  the  end  of  the  villus  is  absorbed  over  the  area 
of  contact. 

Thirdly,  it  is  unreasonable  to  believe  that  the  syncytial 
layer  is  derived  from  the  endothelial  coat  of  the  maternal  capil- 
laries, because  the  placenta  proper  does  not  form  till  the  third 
month  of  pregnancy,  and  as  there  is  no  free  blood  present  about 
the  villi,  the  placenta  cannot  yet  have  been  formed  and  the 
intervillous  space  has  not  yet  been  occupied  by  the  expanded 
capillaries ;  therefore  it  is  impossible  that  an  endothelial  cover- 
ing should  have  been  cast  over  the  villi. 

Not  coming  from  the  tubal  mucosa  or  the  maternal  capillaries 
the  syncytial  cells  must  be  of  fcetal  origin,  probably  derived 
directly  irom  the  fcetal  ectoderm. 


A    Clinical  Contribution   to  Tubal   Pregnancy.      By   H. 
J.  BoLDT,  M.D.,  New  York.     Anur,  Journ.  of  OhsUtrics, 

The  author  reports  here  a  case  of  very  early  rupture  of  an 
ectopic  gestation,  operated  upon  successfully.  Of  interest  in  the 
report  is  the  note  as  to  complete  freedom  from  pain  until  the 
moment  of  rupture.  The  author  also  retracts  a  statement  made 
by  him  on  a  previous  occasion  that  it  was  impossible  to  save  a 
patient  operated  upon  in  profound  collapse  or  shock  ;  for  in  this 
case  the  patient  was  suffering  from  most  profound  shock,  in  fact 
was  nearly  moribund. 

On  the  question  of  abdominal  versus  vaginal  route  in  the 
treatment  of  tubal  pregnancy,  he  advises  the  vaginal  route  only 
when  the  tube  has  not  ruptured,  or  if  the  patient  has  had  one 
tube  removed  at  some  previous  operation.  **  Vaginal  coeliotomy 
for  ruptured  tubal  gestation  is  altogether  unsatisfactory." 
Drainage  through  a  vaginal  incision  is  insufficient,  and  it  is  not 
wise  to  allow  large  quantities  of  clotted  blood  to  remain  in  the 
abdomen,  and  it  is  a  very  tedious  procedure  to  wash  out  the 
abdomen  by  a  tube  passed  up  from  the  vagina.  Not  only  is 
this  tedious,  but  it  fails  to  bring  away  the  blood  clots. 

J.  F-  J- 
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Symphysiotomy.    By  Prof.  Zweifel.     Monatschrift  fur  Gebttri- 
shiilfe  und  Gynakologu, 

This  paper,  read  at  the  Congress  at  Moscow,  was  commented 
on  in  the  American  Journal  of  Medical  Sciences,  from  which  the 
following  extract  is  taken  : — 

Prof.  Zweifel  has  had  at  the  clinic  at  Leipzig  thirty-one 
symphysiotomies ;  all  of  the  mothers  recovered  without  incon- 
venience or  injury ;  twenty-seven  of  the  children  survived  and 
left  the  hospital  in  good  condition.  Referring  to  cases  reported  in 
which  patients  could  not  walk  without  difBculty,  he  considers  this 
to  be  due  to  the  excessive  stretching  of  the  pelvis  and  specially 
to  injury  of  the  sacro-ihac  joint.  He  would  limit  the  operation 
to  cases  in  which  the  conjugata  vera  is  not  less  than  6^^  cms., 
and  he  believes  that  the  best  results  are  obtained  when  the  limit 
is  placed  as  high  as  8  or  S^  cms.  He  believes  that  no  more 
danger  of  haemorrhage  exists  with  symphysiotomy  than  with 
Caesarean  section,  and  he  has  found  it  quite  sufiBcient  to  bring 
the  hips  of  the  patient  strongly  together,  to  use  a  tampon  of 
iodoform  or  sterile  gauze  in  front  and  behind  the  symphysis,  and 
to  make  counter -pressure  by  tamponing  the  vagina.  To  avoid  a 
laceration,  he  allows  the  child,  whenever  possible,  to  be  expelled 
by  the  mother's  efforts. 

He  believes  that  bad  results  following  this  operation  are 
caused  chiefly  by  septic  infection,  and  that  such  occur  because 
the  symphysiotomy  wound  is  improperly  handled.  He  insists 
upon  draining  this  wound  and  making  pressure  upon  the  tissues 
about  the  symphysis  with  gauze  and  an  abdominal  bandage. 
He  prefers  the  open  treatment  of  the  symphysiotomy  wound, 
draining  it  with  gauze  for  eight  or  ten  days  until  it  is  filled  with 
granulations.  He  sews  together  the  symphysis,  using  two  or 
three  sutures  which  can  be  absorbed,  and  usually  adding  two 
sutures  which  are  to  remain.  His  exact  method  of  operating 
consists  first  in  limiting  the  operation  to  those  cases  in  which 
the  feet  us  is  not  only  living,  but,  by  reason  of  its  uninjured 
condition,  is  likely  to  survive.  The  patient's  thighs  are  allowed 
to  hang  down,  and  a  transverse  incision  is  made  through  the 
skin  about  a  finger's  breadth  above  the  symphysis.  Superficial 
vessels  are  tied.  The  fasciae  over  the  symphysis  and  linea  alba 
are  separated  from  their  attachments  to  the  bone,  and  the  tissues 
are  loosened  from  the  lower  edge  of  the  subpubic  ligament.  A 
silver  catheter  is  then  placed  in  the  urethra,  the  finger  of  the 
left  hand  passed  behind  the  symphysis,  pushing  aside  the 
bladder,  and  the  joint  is  opened  with  a  probe-pointed  knife  from 
above  and  forward  until  ail  fascia  and  ligaments  are  separated. 
He  uses  a  strong  knife  whose  back  is  not  too  thick  to  go 
readily  between  the  bones.     The  hanging  posture  of  the  legs 
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helps  to  draw  asunder  the  bones  when  the  cut  is  made.  The 
symphysiotomy  wound  is  packed  with  sterile  gauze,  moderate 
pressure  is  made  upon  the  iliac  bones,  and  the  patient  is 
delivered,  if  possible,  spontaneously.  If  slight  delay  occurs,  a 
broad  band  of  flannel  or  rubber  is  placed  across  the  pelvis,  and 
the  head  is  made  to  descend  by  pressure.  He  finds  oftentimes 
that  bleeding  occurs  when  the  head  emerges,  while  not 
infrequently  the  head  lodges  obliquely  upon  the  pelvic  floor 
and  must  be  delivered  by  forceps.  The  pubic  bones  are  then 
brought  together  by  two  stitches  of  catgut  and  two  of  non- 
absorbable material,  a  catheter  is  placed  in  the  bladder,  and 
the  symphysiotomy  wound  packed  with  gauze.  The  stitches  are 
brought  together  through  the  greater  part  of  its  extent.  The 
gauze  remains  eight  or  ten  days,  is  gradually  shortened,  and,  if 
silver  sutures  have  been  used,  they  are  removed  when  the 
granulations  approach  the  surface.  An  ample  antiseptic 
dressing  and  occlusion-bandage  are  kept  over  the  wound. 

In  three  of  his  cases  injury  occurred  to  the  urethra  or 
bladder ;  once  by  a  catheter,  once  when  the  urethra  was  caught 
between  the  pubic  bones  by  the  removal  of  the  gauze,  and  once 
when  a  pair  of  tenaculum  forceps  injured  the  urethra.  In  none 
of  these  cases  was  the  complication  a  serious  one.  Zweifel  has 
found  the  pelvis  appreciably  enlarged  after  symphysiotomy.  He 
believes  that  such  a  pelvis  will  permit  spontaneous  birth  more 
readily  than  before  symphysiotomy. 

Rupture  of  the  Uterus.    By  Prof.  Ludwig.    Wiener  Klinische 
Wochenschriftt  1897. 

In  this  paper  nine  cases  are  recorded.  With  regard  to 
diagnosis,  Ludwig  insists  on  the  valuelessness  of  individual 
symptoms,  such  as  collapse,  bleeding,  sudden  and  severe  pain, 
recession  of  the  formerly  fixed  presenting  part,  cessation  of 
pains,  &c.  He  has  found  the  best  diagnostic  signs  to  be  (i)  in 
lateral  rupture,  the  interruption  of  the  natural  contour  of  the 
uterine  quadrant,  either  a  projection  or  a  nodule  being  formed ; 
(2)  abnormal  mobility  of  the  uterus;  and  (3)  emphysematous 
crackling  at  the  seat  of  rupture.  If  the  head  presents  and  can 
be  pushed  back,  bimanual  examination  under  deep  narcosis 
should  lead  to  a  certain  diagnosis.  With  regard  to  treatment, 
delivery  may  be  effected  per  vias  naturales,  or  by  laparotomy. 
The  former  is  indicated  when  a  large  part  of  the  child  is  already 
fixed  in  the  pelvis,  and  also  when  the  diagnosis  of  uterine  rup- 
ture cannot  be  made  for  certain  before  delivery.  In  cases  in 
which  the  child  remains  in  the  uterus  after  the  rupture,  or  has 
only  partially  passed  into  the  abdominal  cavity,  delivery  per 
vaginam  is  only  to  be  preferred  when  it  can  be  carried  out  with- 
out  losing  time  or  increasing    or  complicating    the  tear,   for 
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instance,  in  head  presentations  and  the  absence  of  contraction 
of  the  pelvis,  also  where  rupture  takes  place  during  an  operation. 
Laparotomy  is  indicated  when  the  whole  child  has  passed  into 
the  abdominal  cavity  when  the  passages  are  not  fully  dilated, 
in  contracted  pelves,  in  severe  haemorrhages,  and  in  injuries  to 
the  neighbouring  organs.  In  partial  passage  of  the  child  into 
the  abdomen,  or  with  a  living  child  still  in  the  uterus,  Cesarean 
section  is  the  correct  procedure  when  natural  delivery  woold 
take  too  long,  and  be  naught  with  danger  to  the  mother.  As 
regards  treatment  after  delivery,  of  Ludwig's  nine  cases,  three 
came  into  the  hospital  and  were  operated  on — two  by  supra- 
vaginal amputation  and  one  by  abdominal  hysterectomy;  all 
recovered.  The  remaining  six  were  treated  outside ;  five  were 
operated  on — four  by  supra-vaginal  amputation,  one  by  ab- 
dominal hysterectomy,  of  which  one  recovered  and  four  died  of 
sepsis.  There  was  no  death  from  haemorrhage  except  in  the 
remaining  case,  which  was  not  subjected  to  operative  interference. 

F.  F.  S. 

On  Irregularities  in  Childbirth  caused  by  Tumours. 
Three  Cases.  By  Brunings  (Munich).  Monatsckrift 
fur  Geb.  u,  Gyn.,  Band,  vii..  Heft  5. 

Case  i. — A  cystic  ovarian  tumour  in  the  small  pelvis  formed 
an  absolute  impediment  to  the  course  of  labour.  Rapid  spon- 
taneous delivery  after  puncture  of  the  cyst.  Five  months  later 
the  cyst  had  renlled,  but  on  account  of  unusually  firm  adhesions 
could  not  be  removed  by  laparotomy.  These  adhesions  were 
so  extensive  as  to  suggest  that  there  might  be  suppuration  of 
the  sac,  and  this  suspicion  was  confirmed  by  vaginal  incision. 
Recovery.  (2)  In  this  case  the  tumour  was  a  dermoid  cyst, 
also  in  the  small  pelvis;  it  was  punctured,  and  the  woman 
was  delivered  by  the  cranioclast  after  the  forceps  had  failed. 
(Foetal  heart  sounds  inaudible  before  puncture).  Death  from 
sepsis,  probably  uterine.  Section  showed  that  the  cyst  was 
bilocular  and  only  one  chamber  had  been  emptied.  (3)  In  the 
third  case  there  was  a  myoma  arising  from  the  posterior  wall 
of  the  vagina,  which  was  enucleated  through  the  posterior 
vaginal  vault.  In  the  course  of  this  very  difficult  operation, 
which  lasted  two  hours,  the  child  died,  but  was  extracted  by 
version,  and  the  operation  wound  then  closed.  The  woman 
died  in  three-quarters  of  an  hour.  There  had  been  no  secondary 
haemorrhage,  and  her  death  is  to  be  attributed  to  extreme 
fatty  degeneration  of  the  heart.  The  author,  discussing  these 
cases,  thinks  that  when  labour  is  impending  an  immovable 
ovarian  tumour  should  be  punctured,  that  otherwise  vaginal 
ovariotomy  is  indicated,  but  that  under  some  circumstances 
incision  of  the  sac  and  stitching  its  walls  to  the  vagina  is 
to  be  preferred. 
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The   Curette    in    Abortion.     By  Duhrssen.     Berlin   Med. 
Soc,  May  19,  1898. 

Duhrssen  exhibited  a  frayed  uterus,  extirpated  by  the  vagina. 
It  had  been  curetted  by  another  medical  man  and  afterwards 
by  Duhrssen  himself,  who,  not  being  able  to  remove  all  the 
remains  of  the  placenta,  plugged  the  cavity.  After  forty-eight 
hours  the  finger  could  be  introduced  and  all  remains  removed,  but 
in  doing  this  a  defect  in  the  uterine  wall  was  discovered.  Severe 
haemorrhage  supervened  and  induced  Diihrssen  to  extirpate  the 
womb  by  the  vagina.  Microscopic  examination  showed  that 
the  detritus  removed  by  the  curette  contained  muscular  tissue. 
The  attachment  of  the  placenta  must  have  been  abnormally 
firm  and  the  uterus  itself  abnormally  soft.  Such  conditions, 
except  in  another  case  of  Duhrssen's  and  one  of  Gessner's,  have 
hitherto  only  been  seen  after  death.  The  finger  is  a  better 
instrument  than  the  curette  in  abortion,  for  it  is  impossible  to 
predicate  that  the  conditions  may  not  be  as  in  this  case. 
Extirpation  might  not  be  invariably  necessary ;  a  firm  tampon 
or  perhaps  vaporisation  might  succeed. 

The  Curette  in  the  Treatment  of  Abortion.     By  Gessner. 
Centrdblatt  f.  G,,  No.  12. 

Gessner,  in  a  polemical  article  against  Sanger's  "  Austaslung," 
condemns  the  curette  in  abortion.  Biermer  and  Feinberg  (ihid.y 
No.  21)  say  that  the  finger  cannot  replace  the  curette  for  clear- 
ing out  the  uterus,  especially  in  private  and  country  practice, 
and  hope  his  views  will  not  be  generally  adopted.  Budin 
(O.  S.  de  France,  April,  1897)  said  in  opposition  to  Schwab,  "  Pro- 
perly carried  out  under  chloroform  digital  curettage  leaves  nothing 
in  the  uterus.  It  gives  us  absolute  certitude,  as  it  allows  us  to 
explore  the  uterine  cavity  and  know  what  we  are  doing." 

Congenital  Lacerations  of  the   Cervix.     By   Karl  Heil 
(Darmstadt).     Centralblatt  f,  G.,  No.  19. 

Three  cases  of  nulliparae,  in  whom  the  os  externum  formed  a 
transverse  cleft  prolonged  at  the  left  extremity  by  a  notch  in 
the  cervix.  Hitherto  lacerations  and  notches  in  the  mouth  of 
the  womb  have  been  received  as  sure  signs  of  past  childbirth. 
Such  congenital  notches,  developmentally,  are  due  to  deficient 
conjunction  of  the  two  crescent-shaped  epithelial  projections  out 
of  which  the  portio  vaginalis  is  constructed. 

J.  J.  M. 
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good  by  securing  dryness,  rather  than  as  mere  germicides. 
As  regards  sutures,  he  thought  it  well  to  secure  the  peri- 
toneum ;  but  it  was  often  a  waste  of  time  to  suture  the 
fascia  and  skin  separately.  He  agreed  with  Mr.  Martin 
that  silk  was  not  trustworthy,  but  might  give  rise  to  sinuses 
and  sepsis.  In  the  matter  of  purgation,  he  preferred  to 
give  an  enema  forty-eight  hours  after  operation ;  after  this 
morphia  might  be  administered.  But  in  the  main,  he  had 
a  strong  prejudice  against  morphia  and  opium,  which  were 
especially  dangerous  in  the  early  days,  because  they  aggra- 
vated the  tendency,  almost  universal  in  women,  to  con- 
stipation, 1.^.,  to  paralysis  of  the  muscular  coat  of  the  bowel. 

Dr.  C.  H.  F.  ROUTH  agreed  with  Mr.  Martin  in  his 
remarks  about  posture.  With  regard  to  the  closing  of  the 
abdominal  wound,  he  had  never  in  his  life  heard  of  suturing 
in  three  layers,  though  he  had  seen  about  a  thousand  cases 
of  abdominal  section.  He  thought  that  drainage  should 
always  be  used.  He  objected  to  the  use  of  iodoform  for 
the  wound,  since  poisoning  might  result  from  it ;  his  plan 
was  to  use  iodine,  and  he  found  it  very  good ;  cotton  ^vool 
should  be  dipped  in  the  iodine  and  laid  on  the  wound. 
Gauze  in  any  form  was  apt  to  cause  inflammation.  At  one 
time  morphia  was  always  given  ;  but  later  it  was  given  up  ; 
and  now  he  thought  the  best  results  were  obtained  from 
trional  and  paraldehyde,  which  were  sedatives  without  any 
injurious  effect.  He  agreed  with  Mr.  Martin's  views  on  the 
subject  of  purgatives. 

Dr.  Bantock  observed  that  this  paper  was  on  matters 
of  detail  on  which  there  would  always  be  room  for  diver- 
gence of  opinion.  On  many  points  he  did  not  agree  with 
Mr.  Martin.  For  instance,  as  regards  posture,  if  a  patient 
had  a  drainage  tube,  it  would  be  very  bad  to  turn  her  on 
her  side.  Then  the  dressings,  according  to  Mr.  Martin, 
should  be  simple  :  yet  he  employed  iodoform  and  Gamgee 
tissue,  removing  them  on  the  following  day.  His  own 
plan  was  to  leave  dressings  on  for  a  week.  He  agreed 
with  the  author  that  wet  dressings  were  bad.     But  again. 


Discussion  on  Abdominal  Section  475 


why  did  he  use  iodoform  and  boric  acid  in  septic  cases  ? 
Knowsley  Thornton  used  to  say  that  it  was  no  use 
employing  antiseptics  when  the  patient  was  herself  septic. 
He  agreed  that  silk-worm  gut  was  an  ideal  material  for 
sutures.  Mr.  Martin  did  not  like  buried  sutures,  but  in 
some  cases  they  were  unavoidable,  especially  in  thin, 
emaciated  women ;  in  a  young  healthy  subject  one  could 
use  the  single  layer.  Fat  patients  had  a  special  tendency 
to  breaking  open  of  the  wound.  As  to  stitch-abscesses,  he 
believed  that  the  only  cause  of  this  complication  was  tying 
the  stitches  too  tight.  His  rule  in  the  matter  of  drainage 
was  still  this  :  when  in  doubt,  drain.  For  if  unnecessary, 
it  could  do  no  harm  :  whereas,  if  not  used  when  it  ought 
to  be,  the  patient's  doom  was  sealed  within  forty-eight 
hours.  He  considered  that,  in  his  routine  practice  of  giving 
morphia,  Mr.  Martin  had  taken  a  retrograde  step.  If  given 
at  all,  it  should  be  given  by  the  rectum ;  but  he  had  seen 
cases  where  it  had  done  harm. 

Mr.  BowREMAN  JESSETT  thought  they  would  all  agree 
that  no  one  form  of  treatment  was  applicable  to  all  cases. 
He  shared  Mr.  Martin's  views  as  to  posture,  but  would  point 
out  that  moving  must  be  carefully  done,  and  not  by  the 
patient,  but  by  a  skilled  nurse ;  whilst  when  drainage  was 
employed  the  patient  should  be  kept  on  her  back.  For 
sutures,  he  used  in  his  early  cases  silkworm  gut  passed 
through  the  whole  thickness  of  the  parietes,  but  he  had 
cases  of  ventral  hernia,  though  this  might  have  been  due  to 
the  drainage.  Still,  if  all  the  tissues  were  included  in  the 
sutures,  and  not  skin  and  peritoneum  only,  he  believed  that 
a  single  layer  might  be  all  right.  Unless  care  were  used, 
there  was  a  danger  of  drawing  up  the  peritoneum  between 
the  muscular  layers.  For  his  own  part,  he  now  always 
used  the  three  layers.  He  had  abandoned  silk  and  silk- 
worm gut  for  buried  sutures,  and  used  catgut,  prepared 
according  to  the  directions  of  Martin,  of  Berlin ;  for  the 
skin  he  used  silk  or  horsehair.  With  very  fat  people  he 
sometimes  sewed  the   peritoneum   in   one  layer  and  the 
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fascia  and  skin  in  another.  Like  Dr.  Bantock,  his  rule  as 
to  drainage  was,  when  in  doubt,  drain.  The  administration 
of  morphia  must  depend  on  the  patient ;  in  neurotic  cases 
it  was  often  indicated  :  vomiting  rarely  occurred  when 
morphia  was  given.  His  practice  in  the  matter  of  purga- 
tion was  to  get  the  bowels  open  on  the  second  day. 

Dr.  PURCELL  remarked  that  the  preparation  of  the 
patient  had  a  great  deal  to  do  with  the  after-treatment. 
The  opening  of  the  peritoneum  was  an  important  point. 
It  was  better  not  to  go  through  the  linea  alba,  but  through 
the  rectus  muscle.  Sponging  out  of  the  abdomen  should 
not  be  done  if  it  could  be  avoided.  If  a  drain-tube  were 
used,  a  suture  should  be  put  in,  and  tied  when  the  tube 
was  removed.  He  generally  purged  early,  by  5  grains  of 
calomel  on  the  second  day.  He  once  lost  a  patient  through 
morphia,  and  so  did  not  believe  in  it,  though  the  idiosyn- 
crasy of  the  patient  had  to  be  considered. 

Mr.  C.  Ryall  asked  Mr.  Martin  why  he  waited  till  the 
fourth  day  before  purging  the  patient  ?  He  saw  no  reason 
why  the  bowels  should  not  be  opened  the  day  after  the 
operation. 

Dr.  Travers  thought  the  dressing  was  one  of  the  most 
important  points.  He  used  as  a  dusting-powder  chinosol 
and  boracic  acid.  Morphia  should  be  given  very  sparingly, 
and  in  very  small  doses,  \  grain  would  almost  always  relieve 
pain.  As  to  sutures,  he  kept  silk  as  far  away  from  the 
surface  as  possible ;  most  of  the  trouble  he  had  seen  with 
the  skin  had  been  through  silk.  He  believed  much  in 
calomel ;  the  more  he  used  it  the  better  he  liked  it ;  he 
did  not  give  enemata  if  he  could  help  it. 

Dr.  Hey  WOOD  Smith  said  that  one  of  the  most  anxious 
symptoms  after  operations  was  flatulence.  The  question 
always  arose  whether  it  was  the  precursor  of  peritonitis,  or 
whether  it  was  accidental.  Some  patients  needed  nourish- 
ment very  early.  He  was  glad  to  hear  favourable  opinions 
as  to  the  value  of  calomel  in  large  doses. 

The  President  said  that  as  regards  posture  and  depriva- 
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tion  of  fluid  he  must  confess  himself  to  be,  according  to 
Mr.  Martin,  a  cruel  and  harmful  surgeon.  He  believed  that 
anatomically  and  clinically  the  dorsal  position  was  for  a  time 
indicated,  especially  in  vaginal  hysterectomy.  For  suturing 
the  abdominal  wall  he  always  used  three  layers  :  silk  for  the 
peritoneum,  thicker  silk  for  the  fascia,  and  silkworm  gut  for 
the  skin.  He  thought  Mr.  Martin  went  too  far  when  he 
said  that  stitch  abscesses  should  not  occur  in  clean  cases  ; 
but  at  the  same  time  he  did  not  agree  with  Dr.  Bantock 
that  they  were  due  to  the  sutures  being  tied  too  tight.  He 
would  say,  when  in  doubt,  drain  ;  for  he  thought  that  blood 
should  not  be  left  in  the  abdominal  cavity,  even  clean  blood. 
His  general  rule  was  never  to  give  morphia.  For  purga- 
tion he  gave  Epsom  salts,  in  drachm  doses  every  half-hour 
or  hour  till  the  bowels  acted,  commencing  on  the  second 
or  third  day,  and  also  calomel.  He  agreed  with  Dr.  Travers 
that  enemata  should  be  avoided.  He  endorsed  Mr.  Martin's 
recommendation  that  in  vaginal  hysterectomy  iodoform 
gauze  should  be  carried  up,  and  left  till  the  ninth  or  tenth 
day,  and  that  the  vaginal  sutures  should  not  be  cut. 

Mr.  Christopher  Martin,  in  reply,  contended  that 
in  simple  cases  it  did  no  harm  to  turn  the  patient  over 
early  ;  and  even  when  there  was  a  drainage  tube  in,  he 
had  seen  no  bad  results  from  it.  He  did  not  wish  it  to  be 
thought  that  he  gave  morphia  repeatedly,  but  he  always 
gave  a  single  dose  at  the  close  of  the  operation.  He  had 
great  faith  in  calomel  for  peritonitis,  but  if  there  were 
no  symptoms  he  did  not  think  it  was  necessary  to  trouble 
the  patient  with  purgatives  for  three  or  four  days.  In 
septic  cases  iodoform  tended  to  keep  the  wound  sweeter. 
He  did  not  at  all  agree  with  Dr.  Bantock  that  stitch  abscesses 
were  due  to  too  tight  sutures  ;  he  believed  they  were  always 
due  to  germs. 
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On  the  Combined  Method  in  Pelvic  Surgery. 
By  E.  Stanmore  Bishop,  F.R.C.S.Eng. 

My  object  in  coming  before  you  to-night  is  to  elicit  the 
views  of  this  Society  with  reference  to  the  best  manner  of 
attacking  some  of  the  surgical  conditions  found  in  the 
pelvis. 

In  order  the  clearer  to  define  the  position,  I  ask  your 
consideration  of  four  cases  picked  out  of  a  large  number, 
because  they  each  illustrate  certain  points  to  which  I  shall 
afterwards  refer,  and  therefore,  perhaps,  you  will  permit  me 
to  mention  them  somewhat  in  detail.  I  shall,  how^ever,  be 
as  brief  as  possible.    They  are  the  following  : — 

The  first  is  Mrs.  H.  W.,  aged  28 ;  two  children,  one 
miscarriage.  First  labour,  history  unimportant.  When 
three  months  pregnant  of  the  second  child  she  was  greatly 
frightened  by  the  shying  of  a  horse.  This  was  followed 
by  haemorrhage,  more  or  less,  up  to  seven  months,  when 
premature  labour  occurred.  From  this  she  apparently 
recovered.  Two  years  since  she  had  a  miscarriage,  which 
was  attributed  to  cycling,  and  was  in  bed  for  one  week, 
during  which  she  is  said  to  have  suffered  from  hepatic  con- 
gestion, coming  on  two  days  after  the  miscarriage.  As  soon 
as  she  began  to  get  up,  haemorrhage  recommenced.  Three 
weeks  after  she  lost  very  freely,  requiring  ice  bags,  &c.,  and 
was  then  in  bed  for  three  weeks.  Then  she  went  abroad 
for  a  month,  during  which  time  she  had  daily  recurring 
pains.  For  the  last  twelve  months  she  has  had  a  purulent 
discharge  per  vaginam^  gradually  increasing.  The  periods 
now  come  on  about  every  six  weeks.  About  two  months 
ago  she  had  smart  haemorrhage  suddenly  appearing,  and 
followed  by  excessive  pain  down  the  left  side.  The  haemor- 
rhage was  persistent,  though  gradually  decreasing  for  a 
week.  The  pain  has  been  more  acute  during  the  last  month, 
and  especially  during  the  last  fortnight. 

A  deeply  split  cervix,  with  glandular  hypertrophy.  In 
the  left  fornix,  bimanually,  a  small  firm  mass  could  be  felt 
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above  the  broad  ligament,  and  distinct  from  the  uterus, 
which  was  extremely  tender.  A  provisional  diagnosis  of 
ectopic  pregnancy  was  made  which  proved  incorrect.  The 
mass  when  removed  and  seen  microscopically  proved  to  be 
the  ovary  in  a  state  of  chronic  inflammation  with  cystic 
development. 

The  uterus  was  curetted,  and  the  cervix  sutured.  The 
posterior  fornix  was  opened,  and  the  finger  introduced. 
The  mass  previously  detected  could  be  readily  felt,  but  all 
efforts  to  draw  it  down  without  undue  force  were  unavail- 
ing. Sufficient  force,  however,  was  used  to  rupture  a  cyst 
on  the  posterior  aspect  of  the  swelling,  from  which  blood 
escaped. 

Abdominal  section,  mass  removed.  Omentum  was  firmly 
adherent  to  it,  and  to  the  brim  of  the  true  pelvis,  fixing  it 
completely,  and  requiring  division  between  ligatures  and 
some  little  dissection  before  it  could  be  loosened. 

In  this  case  we  wished  to  preserve  the  uterus,  as  the 
patient  was  a  young  woman,  and  it  was  comparatively 
healthy.  Splitting  the  uterus,  or  even  its  anterior  wall,  was 
therefore  contra-indicated.  Nor  would  it  have  been  pos- 
sible, I  believe,  had  this  been  done,  to  have  separated  the 
mass  safely  by  the  original  route. 

At  the  same  time,  before  the  vaginal  opening  was  made, 
there  seemed  to  be  a  reasonable  probability  of  our  being 
able  to  remove  by  this  route  alone. 

Case  IL — Mrs.  J.  A.  C,  aged  46,  two  children,  both  "fine 
young  men."  No  miscarriages.  Was  quite  well  up  to  birth 
of  second  child,  twenty-one  years  ago,  from  which  she  dates 
all  her  present  troubles.  After  the  confinement  she  was  two 
months  before  she  could  do  much.  For  seven  or  eight 
years  she  suffered  from  sacral  and  hypogastric  pain,  relieved, 
but  not  removed,  by  a  pessary.  Two  years  later  this  broke, 
and  being  in  poor  circumstances  it  was  not  replaced.  Then 
she  began  to  feel  something  enlarging  inside.  Fourteen 
months  since  she  became  much  worse,  and  has  been  more 
or  less  confined  to  bed  ever  since. 
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She  is  a  worn,  thin  woman,  with  a  face  showing  long- 
continued  pain.  The  temperature  is  iir^ular.  Menstrua- 
tion is  profuse  and  irregular  as  to  time  of  occurrence  ;  the 
amount  lost  at  each  period  is  increasing.  The  cervix  is 
split,  with  glandular  hypertrophy.  The  uterus  is  enlarged, 
retroflexed,  with  two  small  fibroids  in  the  posterior  wall. 
Behind  and  on  either  side  are  medium-sized,  firm,  elastic, 
rounded  masses. 

The  operation  was  commenced  per  vaghiam.  The 
bladder  separated  off  with  some  difficulty.  Douglas'  pouch 
could  not  be  found.  The  anterior  wall  of  the  uterus  ^^-as 
split  for  some  distance,  the  peritoneum  being  opened  in 
front,  but  it  was  impossible  to  draw  the  uterus  downwards, 
or  to  dislocate  the  fundus  forwards  into  the  anterior  wound. 
One  vessel  spouted  from  the  split  surface  in  the  median  line. 
This  is  said  not  to  occur. 

Patient  placed  in  the  Trendelenburg  position,  and  the 
abdomen  opened.  The  uterus  was  fodnd  to  be  embedded 
in  firm  adhesions  unitingi  it  to  omentum  and  small 
intestine.  Both  tubes  and  ovaries  formed  large,  firmly 
adherent  pus  sacs.  Douglas'  pouch  was  closed  by  adhesive 
peritonitis  to  a  level  one  inch  below  the  fundus  uteri.  The 
whole  mass  was  liberated  and  removed,  a  gauze  drain  left 
in  the  vagina,  and  the  abdomen  closed. 

In  this  case,  the  utter  rigidity  of  all  the  parts  rendered 
futile  our  attempts  to  bring  down  the  uterus,  without  the 
use  of  force  such  as  would  have  torn  the  surrounding 
structures. 

Both  these  patients  made  good  recoveries. 
Case  III. — Mrs.  C,  aged  29,  married  three  years,  no 
children  or  miscarriages.  Six  months  after  marriage  had 
"swelling  of  the  ovary."  Fifteen  months  after  marriage 
contracted  scarlet  fever.  In  September,  1896,  she  \i'as 
chilled  just  before  a  menstrual  period.  This  period  appeared, 
but  the  menses  were  scanty  and  clotted.  Diarrhoea  set  in 
and  pain  over  the  hypogastrium.  This  pain  was  very  severe 
and  continuous  at  first ;  it  is  now  intermittent,  but  as  severe 
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as  ever  when  it  occurs.  The  last  period  was  fifteen  months 
ago,  has  seen  nothing  since.  Has  lost  flesh  during  the  last 
twelve  months.  For  the  last  nine  months  has  had  night 
sweats.  Has  been  bedridden  for  ten  months.  Is  greatly 
emaciated.  Abdomen  retracted,  iliac  bones  prominent,  legs 
and  arms  mere  skin  and  bone.  Bones  of  skull  showing. 
Eyes  bright  and  prominent.  Left  leg  cedematous,  cannot 
be  extended.     Right  unaffected. 

Uterus  fixed,  with  firm  elastic  masses  on  either  side. 
Liver  dulness  increased.    No  enlargement  of  spleen. 

Operation  commenced  per  vaginam.  Vagina  very 
narrow.  Bladder  dissected  off.  Posterior  fornix  opened. 
Incision  opened  into  purulent  cavity  containing  about  two 
ounces  of  foul-smelling  pus,  which  was  sponged  out. 
Uterus  split  completely,  but  it  was  impossible  to  draw  either 
side  down. 

Patient  in  Trendelenburg  position.  Abdomen  opened. 
A  loop  of  small  intestine  was  found  adherent  to  bladder 
and  left  iliac  fossa,  shutting  in  uterus  and  tubes.  The 
adhesions  were  divided  by  the  scissors,  leaving  a  longitudinal 
raw  surface  on  the  gut.  When  this  was  clear,  the  divided 
uterus  could  be  seen  and  drawn  upwards  a  little,  but  not 
much,  owing  to  its  still  firm  fixation.  Enough,  however, 
could  be  gained  to  permit  of  enucleation  of  a  large  pus  sac 
on  the  left  side.  After  this  and  the  left  uterine  half  had  been 
removed,  it  became  possible  to  enucleate  the  right  tube 
and  uterine  segment.  When  this  was  done  and  the  pelvis 
apparently  clear,  attention  was  directed  to  a  mass  on  the 
right  side,  lying  upon  the  psoas  muscle,  internal  to  the 
caecum,  and  surrounded  by  very  firm  adhesions.  Shelled 
out  of  these,  it  proved  to  be  the  right  ovary,  converted  into 
a  caseous  abscess  with  very  thick  and  resistant  walls.  The 
pelvis  was  dried,  and  drained  by  gauze  drawn  through  into 
the  vagina.  The  abdomen  was  closed.  The  patient  died 
the  next  day. 

In  this  case,  the  small  intestine  was  most  firmly  adherent 
to  the  pelvis,  to  the  bladder,  and  to  the  adhesions  covering 
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the  uterus.  Had  it  been  possible  to  drag  the  uterus  down- 
ward, the  bowel  must  have  followed  it,  and,  held  as  it  was 
by  counter-adhesions,  it  must  have  torn  had  force  been 
recklessly  applied. 

If  all  the  structures  adherent  to  the  uterus  had  been 
removed  per  vaginam,  the  right  ovary  would  still  have  been 
left,  as  it  appeared  to  have  somehow  severed  its  connection 
with  the  tube,  and  contracted  fresh  and  very  dense  ones 
with  the  iliac  fossa.  It  could  not  be  felt  from  the  vagina, 
even  when  the  pelvis  was  cleared,  and  must  therefore  have 
been  left  behind. 

Case  IV. — Mrs.  L.  R.,  aged  39,  married  fifteen  years. 
Several  miscarriages.  No  full-time  pregnancies.  First  mis- 
carriage at  eight  months,  following  a  fall  fourteen  years 
ago.  Has  had  excessive  menstruation  ever  since.  Since 
this  she  has  had  several  miscarriages,  at  first  going  about 
three  months — gradually  shorter  and  shorter  periods  down 
to  six  weeks.  About  five  years  ago  she  went  five  months, 
the  resulting  miscarriage  was  very  severe,  and  was  followed 
by  violent  expulsive  pains  every  ten  minutes  at  first, 
gradually  decreasing  to  four  times  a  day.  She  continued 
to  lose  a  great  deal  at  each  period  for  two  years.  Three 
years  ago  she  was  extremely  ill,  and  consulted  two  London 
medical  men,  by  whom  she  was  treated  from  time  to  time 
by  applications  to  the  endometrium  and  by  ergot.  She 
improved  for  about  two  months,  but  has  since  steadily 
retrograded.  Out  of  the  last  twelve  months  she  has  passed 
ten  in  bed.  Her  periods  come  on  every  fortnight,  last 
about  ten  days,  and  she  uses  about  nineteen  napkins, 
made  of  bath  towels. 

Abdomen  is  enlarged  in  hypogastric  region  to  level*  of 
umbilicus.  Mass  is  central,  symmetrical,  shape  of  enlarged 
uterus.  Firm  generally,  with  patches  which  give  a  more 
fluctuant  sensation.  Sound  passes  five  inches,  backwards 
and  to  the  right.  Is  evidently  in  a  narrow  passage,  with 
firm  walls.  The  main  mass  appears  to  lie  in  front  and  to 
the  left.    Canal  appears  smooth.     On  the  right  side  there  is 
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a  tender,  elastic  mass.     She  says  it  feels  like  a  "swollen 
face  "  on  that  side. 

There  is  no  urinary  frequency,  but  persistent  constipa- 
tion requiring  medicine  or  enemata. 

September  21,  1898.  —  Operation  begun  per  vaginam. 
Vaginal  insertion  divided.  Bladder  separated  for  some  dis- 
tance.    Douglas'  pouch  opened.     Uterine  arteries  secured. 

Patient  placed  in  Trendelenburg  position.  Abdomen 
opened.  Uterus  presented  at  once.  On  left  side,  no 
adhesions.  On  right  side,  omentum  firmly  adherent  to 
right  ovary.  As  left  ovary  was  only  slightly  enlarged  it 
was  left,  this  and  the  left  tube,  also  normal,  being  tied  off 
from  the  uterus.  On  the  right  side,  the  tube  and  ovary, 
the  latter  much  enlarged,  were  blended  together,  a  hydro- 
salpinx being  formed.  These  were  removed  with'  the 
uterus.  The  operation  from  above  was  readily  and  easily 
performed,  as  most  of  the  work  had  been  done  from  below. 
It  was  almost  bloodless,  since  the  uterine  arteries  were 
already  secured,  one  branch  on  the  right  side  only  spouting. 
When  the  mass  was  lifted  out,  and  all  vessels  carefully 
secured,  the  pelvis  was  dried,  gauze  drawn  through  into 
the  vagina,  and  the  peritoneal  flaps  united  over  it  by 
a  continuous  silk  suture,  which  turned  all  raw  surfaces 
into  the  vagina.  The  abdomen  was  then  closed  by  triple 
suture  and  sealed  by  celloidin.  Recovery  was  rapid  and 
uneventful. 

In  this  case,  the  tumour  was  much  too  large  to  remove 
by  the  vagina,  short  of  morcellation.  It  was  therefore 
intended  that  it  should  be  removed  by  abdominal  section, 
but  the  earlier  steps  were  done  per  vaginam  for  the  reasons 
to  be  adduced. 

Now  in  dealing  with  such  cases,  and  others  of  a  more 
or  less  similar  character,  I  presume  one  may  safely  say  that 
the  method  in  vogue  in  England,  at  least  until  the  last  year 
or  two,  was  that  of  abdominal  cceliotomy.  It  had  many 
and  great  advantages.  When  the  abdominal  cavity  was 
open,  all  complications,  such  as  adhesions  to  intestine  and 


484  The  British  GyncBcological  Society 

other  organs,  could  be  easily  appreciated  and  dealt  with. 
The  opening  could  be  enlarged  if  necessary  to  any  extent, 
so  that  there  was  no  cramping  of  the  operator's  hand. 
Both  eye  and  hand  could  be  utilised.  It  is  true  that  in 
many  cases  the  fingers  alone  were  sufficient,  the  main 
portion  of  the  work,  or  the  whole  of  it,  being  done  without 
the  need  of  actual  inspection,  but  there  was  always  the 
security  ensured  by  the  knowledge  that  if  at  any  moment 
the  aid  of  sight  was  necessary,  it  was  easily  available,  and 
not  only  so,  but  small  electric  lamps  could  be  introduced, 
or  their  light  reflected  upon  any  point  of  obscurity.  As 
compared  with  an  entry  fer  vaginam^  it  was  like  looking 
into  and  working  through  the  wider  end  of  a  funnel, 
instead  of  through  the  narrow  spout.  Large  masses, 
moreover,  could  be  taken  away  without  bruising  of  the 
parts  which  had  to  remain. 

On  the  other  hand,  it  had  certain  very  obvious  dis- 
advantages. In  the  earlier  operations,  when  the  patient 
was  in  the  dorsal  position,  the  small  intestine  was  for  ever 
escaping  through  the  wound,  if  it  were  any  size,  and  had  as 
constantly  to  be  replaced  or  covered  by  warm  compresses, 
which  must  be  constantly  changed.  The  omentum  also 
wrapped  itself  round  the  operator's  fingers  and  impeded 
his  progress.  Thanks  to  the  Trendelenburg  position,  these 
troubles  are  things  of  the  past.  Then  there  was  the  risk 
of  subsequent  hernia,  still,  to  some  operators,  apparently 
a  very  real  danger.  I  believe  that  this  depended  upon 
the  old  and  faulty  approximation  of  the  various  layers  of 
the  abdominal  wall  resulting  from  the  method  of  through 
and  through  suturing.  Now  that  we  know  that  yielding 
of  the  abdominal  wall  months  after  the  operation  is  due 
to  the  non-accurate  approximation  and  fixation  of  the 
rectus  fascia,  this  sequel  has  been  practically  eliminated. 
At  least,  that  is  my  experience.  Drainage  also  was  a 
great  cause  of  this,  and  for  the  same  reason.  Now,  I 
suppose  supra-pubic  drainage  by  glass  tubes  or  by  Micku- 
licz's  method  is  equally  relegated  to  the  limbo  of  forgotten 
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methods.  Clark's  paper  in  the  American  Journal  of 
Obstetrics,  in  1897,  describing  the  results  of  observations 
in  the  Johns  Hopkins  University,  showed  clearly  the  in- 
herent faults  and  dangers  of  that  practice ;  and  far  better 
results  have  been  obtained  since  the  teaching  therein 
contained  has  been  appreciated,  and  the  inevitable  altera- 
tions in  the  technique  have  been  carried  out.  Thus  in 
Staveley's  r^sum^  of  563  cases  untoward  results  followed 
in  20  per  cent,  of  undrained,  but  in  54  per  cent,  of  drained 
cases,  suppuration  of  the  abdominal  wall  in  14  per  cent, 
of  undrained,  but  in  24  per  cent,  of  drained,  deaths  in 
6  per  cent,  of  undrained,  but  in  13  per  cent,  of  drained 
cases. 

But  in  spite  of  this,  there  remain  still  two  points  upon 
which  stress  has  been  laid — the  resultant  scar  and  the 
increased  shock  to  the  patient. 

The  scar  is,  I  think,  unimportant.  If  the  old  method 
of  suturing  were  in  vogue,  there  might  be  something  in 
it.  When  the  deeper  musculo-fibrous  union  gave  way, 
the  receding  transversales  and  obliqui  naturally  pulled 
upon  the  skin  union,  and  the  result  was  a  broad  and 
unsightly  scar.  Moreover,  the  large  sutures  then  in  fashion, 
which  gripped  a  large  area  around  the  line  of  incision,  cut 
their  way  against  the  tissues  in  the  line  of  tension,  and 
surrounded  the  vertical  by  several  more  or  less  marked 
transverse  scars,  and  the  result  was  not  sightly.  Nowadays, 
the  rectus  fascia  being  strongl5Nftnd  soundly  united  by 
buried  sutures,  the  skin  merely  needs  a  number  of  fine 
sutures  which  do  not  pass  more  than  a  centimetre,  and 
usually  much  less,  beyond  the  divided  edge,  and  when 
all  are  firmly  sealed  by  celloidin,  the  resulting  scar  is 
merely  a  white  line,  which,  in  a  year's  time,  is  hardly  to 
be  seen. 

There  remains  the  shock.  Everyone  will,  I  believe, 
admit  that  ir^  the  older  operations  much  of  the  shock  then 
observed  was  due  to  the  manipulation,  exposure,  and 
cooling  of  the  small  intestine,  then  inevitable  ;  and  that,  as 
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Tait  demonstrated,  the  smaller  the  opening,  and  conse- 
quently, the  less  fear  of  this  occurrence,  the  less  was  the 
shock.  The  Trendelenburg  position  has  enabled  us  to 
eliminate  this  to  a  great  extent,  and  to  make  our  openings 
larger,  when  required,  without  unnecessary  exposure  of 
the  dangerous  gut.  Still,  I  believe  it  will  be  admitted 
that  the  shock  is  greater  in  ventral  than  in  vaginal  ccelio- 
tomy,  and  is  proportioned  to  the  length  of  time  that  the 
abdomen  remains  open.  But  I  think  it  must  also  be 
admitted  that  a  certain  amount  of  shock  accompanies 
all  operations,  and  that  this  is  dependent  upon  the  length 
of  time  occupied  in  their  performance,  so  that  the  aim  of 
all  abdominal  surgeons  is  to  shorten  as  much  as  possible 
the  entire  duration  of  the  operation,  and  especially  that  part 
of  it  during  which  the  abdominal  cainty  is  open.  This,  bien 
entendu,  so  far  as  is  compatible  with  thorough  and  perfect 
work. 

The  development  of  the  vaginal  operation  seemed  at 
first  sight  to  supply  just  what  was  required.  I  quote  from 
Landau's  "  Vaginal  Radical  Operation  "  translated  by  Giles 
and  Eastman.  By  the  opening  of  Douglas'  pouch,  or  of  the 
anterior  fornix,  the  diseased  tube  or  ovary  could  be  reached, 
enucleated,  brought  down  into  the  vagina  and  removed 
or  otherwise  treated.  Whilst  this  was  done  the  protective 
adhesions  above,  which  were  only  so  much  obstruction  in 
the  abdominal  operation,  acted  now  as  so  many  safe- 
guards against  general  peritonitis  or  the  injury  of  intestine. 
In  cases  not  quite  so  simple,  after  entry  into  the  peritoneal 
cavity,  incision  or  aspiration  of  the  swelling  ensured  its 
collapse,  its  contents  finding  ready  exit  through  the  vaginal 
incision,  and  the  collapsed  organs  could  then  be  more 
easily  removed.  In  still  more  difficult  cases,  where  parts 
were  more  rigidly  fixed,  and  especially  when  the  uterus 
was  diseased,  or  there  was  no  special  reason  for  its  reten- 
tion, and  sufficient  room  could  not  otherwise  be  obtained, 
the  uterus  might  be  split  anteriorly,  and  so  the  tension 
relaxed.     After  this   incision   had  served  its  purpose,  the 
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uterus  might  even  be  again  united.  Further  still,  the 
uterus  might  be  completely  divided  in  the  mesial  line, 
and  each  half  with  its  attached  appendage  brought  down 
separately  into  the  vagina,  and  there  dealt  with.  Adherent 
intestine,  it  was  said,  would  follow  the  parts  so  brought 
down,  and  might  be  separated  in  full  sight.  In  the  worst 
case,  morcellation  of  the  uterus  and  surrounding  tissues 
could  still  be  resorted  to,  and  the  whole  diseased  area 
thus  removed. 

So  that  it  seemed  as  though  no  cases  could  possibly 
be  beyond  the  control  of  a  skilful  operator  attacking  them 
per  vaginatn.  The  operation  would  be  shorter,  the  risks 
much  decreased,  the  shock  markedly  diminished,  the  scar 
no  longer  visible,  hernia  no  longer  possible,  and  the  final 
results  almost  perfect ;  and  such,  indeed,  is  fully  claimed  by 
some  of  the  supporters  of  this  method. 

Incidentally,  however,  it  may  be  pointed  out  that  two 
of  these  statements  are  at  least  inconsistent  with  one 
another.  Hernia,  it  is  said,  does  not  follow,  because  the 
length  of  the  mesentery  forbids  it.  In  that  case,  how  can 
we  expect  to  draw  down  the  adherent  intestine  sufficiently 
to  be  able  safely  to  deal  with  it  ?  In  point  of  fact,  both 
statements  must  be  taken  with  considerable  reservation. 
In  such  cases  the  thickening  produced  by  inflammation 
renders  all  the  tissues  more  rigid  and  less  extensible,  and 
very  often  it  is  absolutely  impossible  to  deal  with  intestinal 
adhesions  by  this  route  without  producing  so  much  tension 
as  to  greatly  damage  the  gut,  whilst  cases  are  on  record 
in  which  the  vaginal  scar  has  yielded,  and  permitted  the 
descent  of  intestine  low  enough  in  the  vagina  to  be  a 
source  of  great  inconvenience.  Theodor  Landau  himself, 
at  the  Edinburgh  meetings,  mentioned  two  cases  of  vaginal 
hernia.     {British  Medical  Journal,  August  20,  1898,  p.  466.) 

But  apart  from  this  there  are  two  main  difficulties  in 
the  way  of  our  acceptance  of  this,  the  vaginal  route,  as 
sufficient  for  and  suitable  to  all  cases. 

If  a  collection  of  pus,  either  tubal  or  ovarian,  has  set 
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up  so  much  adhesive  peritonitis  around  it  as  to  glue  its 
containing  wall  firmly  to  Douglas'  pouch,  so  that  the 
wall  of  the  abscess  and  the  wall  of  the  vagina  form  oYie, 
an  incision  will  cause  the  pus  simply  to  flow  into  the 
vagina,  which  being  covered  by  mucous  membrane,  will 
not  be  acted  upon  by  it,  and  there  is  practically  no  fear 
of  the  absorption  of  septic  material.  But  when  the  pus- 
containing  organ  is  at  some  distance  from  the  pelvic  floor, 
held  up  by  anterior  and  superior  adhesions,  there  will  be 
found  an  area  of  as  yet  unaltered  peritoneum  between  it 
and  the  vagina,  lining  the  sacral  concavity,  and  continuous 
with  that  of  the  general  abdominal  cavity.  In  such  a  case 
if  the  swelling  were  incised  with  a  view  to  its  collapse,  or 
if,  during  the  manipulations  designed  for  its  enucleation, 
the  sac  should  give  way,  pus,  the  virulence  of  which  is 
an  unknown  quantity,  must  pass  over  this  area.  Is  this 
safe  ?  Can  we  rely  upon  the  rapidity  of  its  evacuation, 
and  our  own  efforts  at  cleansing  to  render  such  passage 
innocuous  ?  It  must  not  be  forgotten  that  if  after  such 
collapse  any  attempt  at  enucleation  is  made,  the  parts  will 
be  more  or  less  bruised,  and  so  lowered  in  vitality  and 
power  of  resistance.  Moreover,  raw  surfaces  will  be  left, 
which  will  be  more  or  less  contaminated,  since  the  enucleat- 
ing hand  must  pass  through  the  track  over  which  pus  has 
escaped,  and,  in  spite  of  all  care,  may  carry  up  wuth  it 
bacteria  which  have  not  been  absolutely  cleared  away. 

Richelot  and  Le  Dentu,  in  a  discussion  of  the  Soci^te 
de  Chirurgie,  in  June  last,  emphasise  this  danger,  and  the 
latter  also  points  to  the  risk  of  opening  during  the 
manoeuvres,  even  in  the  cases  previously  referred  to, 
when  the  sac  wall  is  one  with  the  vaginal,  the  protective 
upper  wall,  which  separates  us  from  the  peritoneal  cavity. 
Two  or  three  of  his  cases  died  from  this  cause.  Especially, 
of  course,  is  this  dangerous  in  acute  cases. 

That  is  one  difficulty.  The  second  is  this.  I  quote 
Landau,  who  may  fairly,  I  think,  be  taken  as  a  repre- 
sentative of  the  advocates  of  the  vaginal  route.     He  says  : 
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"  Occasionally  by  the  purely  vaginal  method  only  a  partial 
extirpation  of  the  diseased  tissues  can  be  accomplished, 
as,  for  instance,  when  the  adhesions  lie  more  to  the  sides, 
when  the  inflammatory  products  are  high  up  and  posterior, 
or  retro-peritoneal,  and  behind  the  sigmoid  flexure,  or 
finally,  when  they  are  situated  up  against  the  anterior 
abdominal  wall."  So  that  it  is  evident  that  all  cases  even 
of  pyosalpinx  are  not  amenable  to  the  vaginal  operation. 
When  we  consider  cases  of  fibroid,  dermoid  cysts,  ectopic 
pregnancies,  and  the  various  other  conditions  which 
require  pelvic  surgery,  it  becomes  still  more  evident  that 
the  vaginal  route  alone  is  not  sufficient. 

Other  minor  objections  to  this  route  may  be  men- 
tioned. Some  of  these  may  be  due  to  unskilful  surgery, 
and  may  be  avoided,  perhaps,  by  more  careful  work,  but 
three  cases  of  intestino- vaginal  fistula  are  reported  by 
Schiller,  of  Berlin,  of  which  one  healed  spontaneously, 
whilst  two  died  with  the  fistula  still  unhealed.^  Ligation 
or  compression  of  ureters  has,  of  course,  occurred  in  both 
vaginal  and  abdominal  operations,  but  the  danger  is,  I 
believe,  greater  by  the  vaginal  route. 

Zweifel  also  draws  attention  to  the  "so-called  '  unavoid- 
able '  extirpations  of  the  womb,"  which  are  caused  by  the 
technical  difficulties  of  the  vaginal  method,  and  which  he 
thinks  should  not  occur. 

If  we  compare  the  two  methods,  the  relative  advantages 
may  be  summed  up  in  very  few  words.  In  vaginal  opera- 
tions you  have  the  least  shock  and  loss  of  blood.  In 
abdominal  operations  you  have  the  least  difficulty  and  the 
most  security. 

Of  course  this  is  not  true  in  all  cases.  There  are  cases 
which   naturally  suggest  the   purely  vaginal   route   as  the 

'  Monod  had  two  cases  of  stercoral  fistula  in  ten  cases  of  one-sided 
pyosalpinx,  and  one  case  of  persistent  purulent  sinus.  Out  of  four  cases 
of  bilateral  salpingitis,  two  died.  Ricard  reported  a  case  in  which,  some 
days  after  operation,  a  recto-vaginal  fistula  followed,  and  the  patient 
died. 
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best  for  them.  Carcinoma  of  the  cervix,  carcinoma  of 
the  fundus,  small,  easily  movable  tumours  of  the  adnexa, 
&c.,  cases  of  perisalpingitis  or  of  abscess  of  the  adnexa 
which  project  towards,  and  the  walls  of  which  have  become 
one  with,  the  vagina.  There  are  others  which  as  naturally 
point  to  the  abdominal  operation  as  indispensable — ad- 
herent multilocular  ovarian  cysts,  most  dermoids,  ruptured 
ectopic  pregnancies,  &c. ;  but  it  is  the  intermediate  class, 
of  which  double  pyosalpinx  with  a  necessarily  useless  uterus 
or  fibroid  uteri  may  be  taken  as  types,  where  hesitation 
is  likely  to  occur,  and  in  which  a  combination  of  both 
is  undoubtedly  useful,  and  will,  I  submit,  conduce  most 
completely  to  the  patient's  recovery. 

By  commencing  from  the  vagina,  a  great  deal  may  be 
done  before  ever  the  peritoneal  cavity  is  opened ;  the  bladder 
may  be  separated  off,  the  ureters  placed  out  of  danger,  the 
vaginal  attachments  divided,  the  uterine  arteries  secured, 
and  so  the  actual  time  during  which  work  is  done  with 
the  peritoneum  exposed,  the  time  during  which  the  greatest 
shock  is  produced,  very  greatly  shortened.  Unfortunately 
it  is  not  always  clear  before  the  operation  is  begun  whether 
it  will  be  possible  or  not  to  finish  by  this  route,  and  no 
definite  conclusions  have  been  formulated  as  to  the  point 
at  which  further  vaginal  work  becomes  mere  waste  of  time, 
and  the  venue  of  attack  should  be  shifted  to  the  abdominal 
side. 

The  advocates  of  the  vaginal  route  would  seem  to 
consider  it  a  point  of  honour  to  succeed  by  it  alone. 
Speaking  of  one  of  the  cases  detailed  above,  in  which  the 
route  was  changed,  to  a  welKknown  Northern  operator, 
I  was  met  by  a  shake  of  the  head  and  the  remark :  "  I 
think  you  ought  to  have  brought  those  appendages  down. 
I  have  never  yet  failed  to  do  so."  While  an  enthusiastic 
admirer  of  his  added:  "Ah!  Blank,  I  should  like  to  see 
the  appendages  that  would  not  come,  if  you  were  deter- 
mined to  have  them."  Of  course,  that  is  one  way  of  look- 
ing at  it,  and,  no  doubt,  by  sheer  force,  the  difficulty  might 
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in  most  cases  be  overcome.    The  question  is,  how  far  we 
are  justified  in  using  brute  force  in  such  cases. 

For  the  pur^poses  of  discussion,  I  submit  that  a  very 
definite  point  be  taken,  and  to  make  this  clearer,  I  will 
mention  the  steps  of  the  vaginal  operation  in  order. 

The  patient  is  in  the  lithotomy  position  ;  the  cervix 
exposed  by  retractors. 

Douglas'  pouch  is  opened,  the  fingers  introduced,  and 
enucleation  attempted.     It  is  impossible. 

The  bladder  is  separated  off ;  the  finger  is  introduced 
via  the  anterior  fornix  ;  no  success. 

The  uterine  arteries  are  tied  on  both  sides,  and  the  cervix 
loosened.    The  uterus  still  refuses  to  descend. 

The  uterus  is  split  anteriorly.  Some  of  the  tension  being 
thus  reduced,  another  attempt  is  made  without  result. 

The  uterus  is  split  completely  ;  but  the  parts  are  so  rigid 
that  the  halves  cannot  be  brought  down,  nor  can  we  pro- 
duce any  noticeable  effect  upon  the  appendages. 

The  uterus,  appendages,  and  any  diseased  parts  we  can 
reach  are  cut  away  bit  by  bit,  clamping  and  cutting  until 
we  have  cleared  out  all  we  can.  Vessels  are  clamped  or 
tied  as  we  go  on,  and  the  resulting  cavity  is  packed  with 
gauze. 

Now,  up  to  the  stage  of  division  of  the  uterus,  every  step 
is  of  use  to  us  in  both  operations.  No  time  is  being  wasted, 
and  although  the  peritoneum  is  opened  from  below,  still 
this  is  no  more  than  would  occur  in  any  vaginal  extirpation, 
and  therefore  we  need  anticipate  no  additional  shock  from 
this.  The  tying  of  the  uterine  arteries,  the  separation  of 
bladder  and  ureters,  and  the  loosening  of  the  cervix,  will 
greatly  facilitate  the  subsequent  abdominal  operation,  whilst 
the  first  of  these  measures  will  render  it  almost  bloodless. 

The  splitting  of  the  uterus,  if  there  seems  a  reasonable 
prospect  of  success,  does  not  cause  great  delay,  but  is  of  no 
assistance  in  the  abdominal  work. 

But  one  cannot  say  even  as  much  as  this  for  the  final 
step,  which  has  been  called  morcellation.    It  is  a  pity  that 
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the  same  term  is  already  in  use  for  a  radically  diflFerent 
operation,  different  in  aim,  different  in  performance ;  abso- 
lutely and  diametrically  opposite  in  result.  Submucous 
single  fibroids,  which,  when  removed,  leave  the  uterus 
almost  in  statu  quo  antea,  have  been  removed  piece  by  piece 
through  the  dilated  os,  after  division  of  the  inner  wall  of 
their  capsule,  and  this  operation  has  hitherto  been  known 
as  that  of  morcellement.  The  name  should,  I  submit,  be 
restricted  to  this  well  understood  and  reasonable  manoeuvre, 
and  some  other  term  should  be  selected  for  what  is  indeed 
but  a  mere  blind  dragging  out  and  removal  of  an)^hing  that 
will  come — a  proceeding  w^hich  in  nine  cases  out  of  ten  is 
not  complete  after  all.  Landau  himself  says,  after  such  an 
operation,  "There  may  be  considerable  parenchymatous 
haemorrhage  from  the  shreds  of  adhesions  and  remnants  of 
pyogenic  membrane,"  and  when  discussing  after-treatment, 
he  says,  "  When  the  operation  has  been  necessarily  incom- 
plete, that  is,  where  portions  of  pyosalpinx  or  pelvic 
abscesses  had  to  be  left  behind,  the  discharge  of  necrotic 
and  decomposing  tissue  will  of  course  continue  until  these 
secreting  fistulae  and  surfaces  have  become  obliterated,  a 
process  which  may  take  several  months."  It  is  well  to 
remember  that  just  such  cases  are  certain  to  have  been 
brought  to  the  lowest  possible  ebb  by  the  hectic  febrile  state 
in  which  they  have  been  living  for  some  months  previously. 
Such  a  "  convalescence "  is  more  than  likely  to  exhaust 
what  little  remaining  strength  they  possess,  and  the  patient 
will  have  come  alive  off  the  table,  it  is  true,  only  to  sink 
beneath  the  exhausting  drain  of  persistent  suppuration. 

We  must,  I  conceive,  aim  at  a  complete  removal  in  the 
shortest  possible  time,  and  therefore  we  pursue  the  vaginal 
route  up  to  the  point  of  uterine  division.  When  this  has 
been  done,  anything  further  is  inimical  to  our  patient's 
interests.  She  is  therefore  at  once  turned  into  the  Trende- 
lenburg position,  and  all  further  surgical  work  is  done  from 
above,  with  all  the  advantages  of  light  and  free  space  in 
which  to  work.    When  the   whole  has   been   removed,  a 
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gauze  drain  is  drawn  through  into  the  vagina,  the  pelvic 
peritoneum  is  united  over  it  by  a  continuous  silk  or  catgut 
suture.  The  abdominal  cavity  is  cleared  of  clot,  mopped 
dry,  the  abdominal  opening  secured  by  the  triple  suture, 
and  the  wound  sealed  by  celloidin.  All  raw  surfaces  are 
thus  placed  outside  the  peritoneal  cavity,  and  in  contact 
with  absorbent  gauze.    The  advantages  of  this  are  obvious. 

Of  course  there  are  cases  in  which  all  that  can  be  done 
at  the  moment  is  to  secure  free  exit  for  pus,  the  operation 
for  removal  of  the  sacs  being  necessarily  postponed,  but 
these  are  mere  incisions  of  an  abscess  and  do  not  come 
under  consideration  here  until  the  secondary  operation  has 
to  be  discussed. 

By  such  a  combination  of  the  vaginal  and  abdominal 
route,  I  submit,  the  best  interests  of  the  patient  are  served, 
and  the  most  satisfactory  and  permanent  results  are  to  be 
obtained. 
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The   discussion   on   the  paper   was  adjourned    till   the 
December  meeting. 
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THE  BRITISH  GYNJiCOLOGICAL   SOCIETY. 

Thursday,  Dkcembbr  8,  1898. 

Dr.  H.  MACNAUGHTON-JONES,  President,  in  the  Chair. 

Present  :  33  Fellows  and  Visitors. 

The  following  gentlemen  were  proposed  for  election  : — 
J.  F.  Barrett ;  A.  W.  H.  Edgelow  ;  J.  S.  McArdle,  F.R.C.S.I. 

Mr.  W.  Burslem  Rotheroe  was  elected  a  Fellow  of  the 
Society. 

Specimens. 

Case  of  Myoma-Uteri,  with  Distended  Tube,  Cystic 
Ovary,  and  Broad  Ligament  Cyst — ^Abdominal 
Hysterectomy  —  Recovery.  Under  the  care  of 
Charles  Ryall,  F.R.C.S.,  Surgeon  to  the  Cancer 
Hospital ;  Surgeon  to  Out-patients,  London  Lock 
Hospital. 

H.  W.,  aged  36,  married,  admitted  into  hospital, 
August  24. 

History  of  Present  Illness. — Catamenia  regular  up  to 
foiuleen  years  ago,  when  there  was  a  sudden  loss,  apart 
from  the  period,  since  when  she  has  never  felt  well.  Five 
years  ago  there  was  a  second  sudden  and  severe  loss,  lasting 
seven  weeks,  during  which  time  many  clots  were  passed, 
and  this  was  followed  by  anaemia  and  emaciation.  Three 
months  ago  there  was  a  third  loss,  lasting  three  weeks.  The 
menstrual  flow  now  lasts  twelve  days,  accompanied  by 
great  pain,  but  there  is  no  loss  between  the  periods. 
Always  suffers  from  aching  and  dragging  pain  in  left  iliac 
region.  These  symptoms  have  become  much  worse  of  late 
years. 
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Past  History. — Healthy  up  to  beginning  of  present  trouble, 
fourteen  years  ago.  Married  at  17.  Husband  alive.  No 
children. 

Catamenia  began   at    13,   regular.    Twenty-eight  days' 
interval,  the  period  now  lasts  twelve  days. 

Present  Condition, — ^An  irregular  swelling  in  the  hypo- 
gastrium,  and  extending;into  left  iliac  region,  and  reaching 
three-quarters  of  the  distance  to  the  umbilicus.  Dull  on 
percussion.  Bimanually  it  is  found  connected  with  uterus, 
and  a  large  mass  can  be  felt  in  the  posterior  fornix.  There 
is  also  a  hard  nodule  the  size  of  a  walnut  in  the  left 
fornix  and  pushing  the  cervix  to  the  right.  Very  little 
mobility. 

Operation,  August  16,    1898. — Median    coeliotomy    per- 
formed.   Omentum  found  adherent  to  anterior  surface  of 
uterus,  and  to  the  right  Fallopian  tube  and  ovary.    Coils  of 
small  intestine  and  the  sigmoid  loop  were  adherent  to  the 
posterior  surface  of  the  uterus.    The  right  ovary  was  cystic, 
the  right  Fallopian  tube  was  distended.    A  cyst  the  size  of 
a  tangerine  orange  was  present  between  the  folds  of  the 
right  broad  ligament.    Occupying  the  left  uterine  wall  was 
a  fibro-myoma  the  size  of  a  small  walnut,  and  adherent  to 
the  posterior  uterine  wall,  and  firmly  fixed  and  adherent  in 
Douglas'  pouch,  was  a  pedunculated  fibro-myoma  the  size 
of  a  foetal  head.    After  freeing  the  adhesions,  it  was  found 
impossible  to  liberate  and  pull  out  of  the  pelvis  this  large 
fibroid  without   first  freeing  the  uterus,   which   was  also 
firmly  fixed.     Hysterectomy   by   Howard   Kelly's    method 
was  therefore  carried  out,  the  right  ovary  and  tube  being 
removed,  the  broad  ligament  cyst  dissected  out,  a  peritoneal 
flap  was  dissected  ofif  the  anterior  surface  of  the  uterus ;  the 
right  uterine  vessels  were  secured,  the  uterus  cut  across  at 
the  level  of  the  os  internum,  and  the  left  uterine  vessels 
secured ;  and  last  of  all,  the  upper  part  of  the  left  broad 
ligament,  leaving  the  left  ovary  behind.     It  was  then  found 
possible  to  free  and  remove    the    fibro-myoma  fixed    in 
Douglas'  pouch.    The  raw  surfaces  of  the  uterine  stump 
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were  brought  together,  the  peritoneum  sewn  over  it,  thus 
completing  the  pelvic  floor.  The  abdominal  incision  was 
then  closed  in  three  layers,  and  the  operation  completed. 

The  patient  made  an  uninterrupted  recovery. 

The  interesting  points  in  the  case  were  the  presence  of 
a  broad  ligament  cyst  and  dilated  tube,  which  complicated 
the  operation,  and  also  the  impossibility  of  liberating  the 
pedunculated  tumour  lying  in  Douglas's  pouch  without  first 
performing  hysterectomy. 

Case  of  Dilated  Fallopian  Tube — Operation — 

Recovery. 

S.  B.,  aged  48,  married.  Admitted  into  hospital 
August  31. 

History  of  Present  Illness, — Noticed  a  swelling  in  the 
lower  right  part  of  the  abdomen  six  months  ago,  and 
ascribed  its  appearance  to, a  fall.  It  has  gradually  become 
larger.  There  is  continual  pain  in  the  left  iliac  region,  and 
shooting  down  the  left  leg,  with  frequent  attacks  of  pain  of 
a  severe  nature.  Micturition  is  frequent.  No  constipation. 
Much  leucorrhoea.     No  haemorrhage. 

Past  History. — Married  sixteen  years.  No  children.  No 
miscarriages.  Catamenia  began  at  14.  Always  irregular 
and  scanty. 

Present  Condition, — A  smooth  round  regular  tumour  the 
size  of  a  cricket  ball,  tender  on  pressure  and  dull  on  per- 
cussion. Extremely  mobile,  and?  could  be  moved  from 
one  side  of  the  abdomen  to  the  other. 

Bimanually  the  uterus  appeared  normal,  and  the  tumour 
was  found  to  be  distinct  fromut. 

Operation^  September  16. — Median  coeliotomy  performed. 
Left  Fallopian  tube  found  distended,  and  bound  by  extensive 
adhesions  to  the  sigmoid,  small  intestines  and  omentum,  and 
the  left  ovary  was  spread 3 out  and  firmly  fixed  to  the  swelling. 
The  left  tube  and  ovary  were  removed  after  separating  the 
adhesions.  The  abdomen  was  closed,  and  the  patient  made 
an  uninterrupted  recovery. 
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The  point  of  interest  was  the  extreme  mobility  of  the 
swelling,  notwithstanding  the  extensive  adhesions. 

The  contents  of  the  tube  consisted  of  a  clear,  greenish 
yellow  fluid  containing  much  cholesterin. 

The  President,  commenting  on  Mr.  Ryall's  first  case, 
said  that  he  had  operated  recently  on  a  somewhat  similar 
case.  The  myoma  extended  into  the  broad  ligament  on  the 
right  side,  making  the  operation  a  difficult  one.  After 
removing  the  uterus  and  tumour  the  peritoneum  was  stitched 
across  in  the  usual  way.  The  patient  made  a  good  recovery, 
and  the  temperature  did  not  rise  above  99.°  But  one 
evening  the  nurse  told  him  that  a  mass  had  been  passed  by 
the  vagina ;  and  he  found  that  all  the  solid  part  of  the 
cervix  had  come  away  through  the  os  uteri,  and  the  line  of 
sutures  could  be  seen  along  the  top  of  it,  and  yet  vaginal 
examination  showed  nothing  to  even  indicate  that  any 
operation  had  been  performed,  and  the  patient  was  now 
quite  well. 

Case  of  Fibroid  Tumour  Complicated  with  Pyo- 
Salpinx  Removed  by  Sub-Peritoneal  Hysterec- 
tomy.    Under  the  care  of  Dr.  J.  Macpherson  Lawrie. 

Mrs.  S.,  aged  40,  consulted  me  on  October  21,  on 
account  of  excessive  abdominal  pain,  which  incapacitated 
her  from  her  duties,  and  a  swelling  occupying  the  right 
side  of  the  abdomen.  On  examination,  the  swelling  was 
accounted  for  by  a  fibroid  tumour  of  the  uterus,  and  as 
her  sufferings  were  great,  an  operation  for  its  removal  was 
advised.  This  took  place  on  November  6.  The  tumour 
was  exposed  by  a  long  incision,  and  found  to  be  complicated 
with  a  pyo-salpinx  on  the  right  side.  Both  appendages  were 
diseased,  with  numerous  adhesions,  and  completely  matted 
to  the  surrounding  parts.  The  tumour  itself  was  firmly 
adherent  to  the  great  omentum,  as  well  as  to  the  bowel  and 
appendix,  and  considerable  trouble  wis  experienced  in  the 
process  of  separation.      The   broad  ligaments  were  then 
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divided  externally  to  the  ovaries  and  tubes,  and  the  uterine 
arteries  secured.  The  cervix  was  divided  by  a  wedge-shaped 
incision,  and  brought  together  with  catgut.  The  peritoneal 
flaps  were  laced  across  the  pelvis  and  over  the  stump. 
After  careful  sponging,  the  abdomen  was  closed  without 
flushing  or  drainage. 

Patient  made  a  good  recovery. 

Case  of  Fibroid  Uterus  undergoing  Malignant 
Degeneration  Removed  by  Vaginal  Hysterec- 
tomy. 

Mrs.  F.,  aged  29,  consulted  me  on  September  9,  1898, 
on  account  of  severe  continual  uterine  haemorrhage  and 
leucorrhoea  for  two  years,  accompanied  by  violent  pain. 
On  examination  the  uterus  was  found  much  enlarged^  and 
a  polypus  about  as  large  as  an  orange  presented  at  the  os. 

On  September  25  the  uterus  was  dilated  and  the  poljrpus 
removed.  This  gave  room  for  a  more  complete  investiga- 
tion, and  disclosed  the  presence  of  another  swelling  occupy- 
ing the  fundus  and  bulging  into  the  uterine  cavity.  The 
capsule  was  freely  divided  and  a  soft  tumour  shelled  out. 
This  was  sent  to  the  Clinical  Research  Association  for 
examination,  who  reported  that  it  consisted  of  malignant 
tissue. 

The  uterus  was  accordingly  removed  on  November  13 
by  vaginal  hysterectomy,  the  ovaries  and  tubes  being  taken 
away  at  the  same  time.  The  patient  made  an  excellent 
recovery  from  both  operations,  and  is  now  in  good  health. 

Specimens  Illustrative  of  Vaginal  Surgery.  By  John 
W.  Taylor,  F.R.C.S.,  Surgeon  to  the  Birmingham  and 
Midland  Hospital  for  Women,  Birmingham. 

(i)  Small  Sessile  Myoma  of  Fundus  Removed  by 
Anterior  Colpotomy  and  Hysterotomy. 

The  patient  was  a  married,  nulliparous  woman,  aged  38, 
who  had  suffered  from  menorrhagia,  and  who  possessed 
a  tumour  of  the  fundus  uteri,  which  appeared  to  be  an 
interstitial  myoma. 
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As  this  could  not  be  sufficiently  explored  by  dilatation, 
the  anterior  vaginal  fornix  was  opened,  the  bladder  separated 
from  the  uterus  and  the  anterior  uterine  wall  divided  in  the 
middle  line  as  far  as  the  peritoneal  reflexion.  The  two 
sides  of  the  incision  were  then  held  apart  and  the  uterine 
cavity  plainly  seen. 

The  little  tumour  was  found  to  be  submucous,  and 
was  easily  removed. 

The  incision  in  the  uterus  was  closed  with  a  continuous 
catgut  suture,  and  the  vaginal  incision  with  fine  silk.  The 
patient  made  a  good  recovery^ 

(2)  Right  Ovarian  Cyst  Removed  by  Posterior 

Vaginal  Cceliotomy. 

The  patient  was  a  married  woman,  aged  27,  who  had 
one  child,  three  years  old.  On  bimanual  examination  there 
was  evidence  of  a  cystic  tumour  behind  and  to  the  right  of 
the  uterus.  Both  tumour  and  uterus  appeared  to  be  freely 
movable.  The  posterior  vaginal  fornix  was  opened  by  a 
free  incision,  and  the  cyst  explored  by  sight  as  well  as  by 
touch,  the  anterior  blade  of  a  Simon's  speculum  being  used 
for  illumination,  as  in  anterior  vaginal  cceliotomy.  The 
cyst  was  tapped,  a  pint  of  whitish  fluid  being  removed, 
the  ovary  brought  down  into  the  vagina,  ligatured  and 
removed.  ^ 

(3)  Right  Tubo-ovarian  Cyst  Removed  by  Posterior 

Vaginal  Cceliotomy. 

This  case  was  in  nearly  all  respects  very  similar  to  the 
one  previously  reported,  but  the  cyst  after  tapping  and 
removal  was  found  to  be  a  tubo-ovarian  one.  The  patient 
was  a  young  married  woman,  aged  26,  and  had  never  been 
pregnant. 

(4)  Tubal  Mole  with  Right  Tube  and  Ovary,  Removed 

BY  Posterior  Vaginal  Cceliotomy. 

The  patient  was  a  married  woman,  aged  38,  who  had 
nine  children,  the  youngest  of  whom  was  four  years  old. 
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She  menstruated  regularly  until  five  weeks  ago.  Then  she 
had  haemorrhage  for  two  weeks.  This  was  followed  by 
acute  abdominal  pain,  which  came  on  suddenly,  and  has 
continued,  with  some  intermissions,  ever  since.  For  two 
weeks  there  was  no  loss,  and  now,  for  a  week,  she  has  again 
had  haemorrhage. 

On  examination  an  elastic  tumour  was  found  nearly 
filling  the  pouch  of  Douglas  and  pushing  the  uterus 
forwards  against  the  pubes. 

Operation  was  done  on  November  15.  A  free  incision 
was  made  through  the  posterior  vaginal  fornix  into  the 
pouch  of  Douglas,  liberating  a  considerable  quantity  of 
soft  blood-clot. 

The  pelvis  was  then  thoroughly  explored,  and  a  large 
mole  of  pregnancy  found  resting  within  a  widely  ruptured 
tube  as  in  a  cup.  This  was  detached  and  removed.  The 
ruptured  (right)  tube  and  corresponding  ovary  were  then 
drawn  down  into  the  vagina,  ligatured  and  removed.  The 
pelvis  was  thoroughly  washed  out  with  a  warm  vaginal 
douche  until  all  blood  and  blood-clot  had  been  completely 
cleared  away,  and  the  wound  was  dressed  with  an  abdo- 
mino-vaginal  tampon  of  iodoform  gauze. 

Mr.  Taylor  remarked  that  in  several  other  cases  of 
vaginal  operation  for  tubal  pregnancy  he  had  been  content 
to  carefully  remove  the  pregnancy  without  disturbing  the 
tube,  trusting  only  to  this  and  to  gauze  pressure  for  the 
arrest  of  bleeding.  In  two  of  those  cases  he  had  met  with 
troublesome,  but  not  dangerous,  haemorrhage,  and  when  it 
was  easy  to  remove  the  affected  tube  he  considered  it  the 
wiser  and  better  practice. 

All  of  these  patients  made  very  easy  and  uneventful 
recoveries.  There  was  little  or  no  sign  of  any  peritoneal 
irritation,  and  each  left  the  hospital  at  the  end  of  a  fortnight 
without,  of  course,  any  abdominal  wound  or  belt,  con- 
trasting very  favourably  in  these  respects  with  similar  cases 
which  had  been  operated  on  by  abdominal  section. 

In  all  cases  of  vaginal  coeliotomy,  Mr.  Taylor  insisted 
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on  thorough  disinfection  of  the  vagina  before  the  operation 
was  begun.  In  his  own  practice  as  soon  as  the  patient  was 
anaesthetised — but  not  before — the  vulva  and  pubes  were 
shaved,  and  buttocks,  vulva,  and  vagina  were  deHberately 
cleaned,  first  by  lysol  (2  per  cent.),  secondly  by  methylated 
spirit,  and  thirdly,  by  a  sublimate  solution  (i  in  1,000). 

Dr.  Travers  wished  to  ask  Mr.  Taylor  about  his  first 
specimen.  Was  it  necessary  in  the  case  of  a  polypus  or  a 
small  fibroid  to  divide  the  uterus  up  to  the  fundus  ?  In 
olden  days  such  tumours  were  enucleated  after  dilatation 
of  the  cervix.  He  thought  that  in  their  anxiety  to  do  the 
best  they  were  sometimes  apt  to  do  more  than  was 
necessary. 

Mr.  Taylor  replied  that  the  nature  of  the  tumour  could 
only  be  ascertained  in  his  case  after  the  adoption  of  the 
procedure  he  had  described. 

Case  of  Removal  of  the  Uterus  by  Vaginal  Hyste- 
rectomy. Under  the  care  of  F.  A.  Purcell,  M.D., 
M.Ch.,  Surgeon  to  the  Cancer  Hospital. 

The  specimen  of  a  uterus  (shown  at  the  last  meeting  of 
the  British  Gynaecological  Society)  was  one  of  malignant 
disease  of  the  cervix  and  a  distended  body,  much  con- 
tracted from  the  spirit  solution  in  which  it  had  been 
preserved.  When  fresh,  the  body  was  the  size  of  two  fists 
placed  together,  and  contained  a  full  half  pint  of  pus.  The 
case  was  that  of^ — 

Sarah  K.,  aged  59,  married,  eleven  children,  no  mis- 
carriages, very  stout,  healthy  aspect,  was  sent  to  the  Cancer 
Hospital  by  Dr.  Charlesworth,  of  Wandsworth,  and  ad- 
mitted September  23,  1898.  About  fourteen  months  back 
she  began  to  have  slight  bleeding,  later  this  discharge 
became  offensive,  pain  supervened  the  last  few  months, 
and  she  stated  that  she  had  wasted. 

On  examination  the  cervix  was  found  enlarged,  hard, 
ulcerated  posteriorly,  and  placed  high  up ;  walls  of  vagina 
smooth  ;  there  was  a  foetid  discharge ;  the  body  felt  soft 
enlarged,  and  mobile. 
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October  i,  1898. — Patient  having  been  duly  prepared 
and  the  bladder  emptied,  was  anaesthetised  with  gas  and 
ether.  Vaginal  hysterectomy  was  performed  in  the  way  so 
often  described  by  him  (Dr.  Purcell) ;  when  the  fundus  was 
being  anteverted,  it  was  found  soft,  elastic,  and  distended  ; 
when  a  volsella  was  applied  to  its  anterior  surface,  pus 
being  seen  to  ooze  out  in  the  tract  of  the  teeth,  a  warm 
solution  of  boric  acid  was  turned  on  and  the  rest  of  the 
operation  was  performed  under  the  irrigating  fluid.*  The 
anterior  wall  was  incised  and  the  pus  evacuated — ^fuUy  half 
a  pint ;  the  uterus  was  removed.  Vessels  were  tied  with 
silk,  one  thread  being  left  long.  The  peritoneal  flaps  were 
caught  with  torsion  forceps  posteriorly  and  anteriorly, 
everted  and  approximated,  the  forceps  made  to  cross, 
so  that  the  anterior  peritoneal  flap  was  drawn  backwards, 
and  the  posterior  peritoneal  flap  drawn  forwards,  the  forceps 
remaining  on  until  the  vaginal  cavity  was  plugged  with 
iodoform  gauze  ;  stress  was  laid  on  this,  for  the  gauze 
was  not  passed  up  beyond  the  peritoneum  into  the  pelvis. 
The  forceps  were  then  slipped  off.  The  ovaries  were  not 
removed. 

A  self-retaining  rubber  catheter  was  inserted  into  the 
bladder,  and  a  i-gr.  morphia  suppository  was  lodged  in  the 
rectum.  After  the  seventh  day  the  temperature  fell  to 
normal ;  convalescence  was  uneventful.  She  made  a  rapid 
recovery  and  was  discharged  from  hospital  three  weeks 
after  operation. 

Adjourned  Discussion  on  Mr.  Stanmore  Bishop's 
Paper  on  the  Combined  Method  in  Pelvic 
Surgery. 

Dr.  Herbert  Snow  said  that  they  could  discuss  the 
method  with  greater  advantage  were  it  not  that  in  only  one 
of  Mr.  Bishop's  cases  was  the  method  deliberately  adopted  ; 
in  the  other  three  it  was  done  as  a  matter  of  necessity. 
Most  of  them  would  feel  that  in  these  three  cases  it  would 
have  been  better  to  begin  by  the  abdominal  route.     Mr. 
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Bishop  summed  up  the  relative  advantages  of  the  two  plans, 
but  he  could  not  iagree  with  him  that  mere  laparotomy 
meant  much  or  any  shock.  Most  of  the  cases  originally 
described  as  shock  were  really  either  concealed  haemorrhage 
or  septic  peritonitis  ;  it  was  unsafe  to. speak  of  shock  in  the 
absence  of  a  post-mortem  examination.  Many  operations 
by  the  vagina  were  accompanied  by  much  haemorrhage  and 
some  by  shock.  Could  any  advantage  by  the  vaginal  route 
compen^te  for  the  disadvantage  of  having  to  go  on  to 
laparotomy  after  getting  the  hands  contaminated  by  pus  and 
mucus  ?  He  thought  it  was  better  to  make  up  one's  mind 
beforehand  which  route  was  preferable ;  and  only  in  cases 
of  absolute  necessity  to  pass  from  one  to  the  other. 

Mri  Mayo  Robson  (Leeds)  said  that  he  could  not  agree 
with  every  point  in  the  paper,  because  he  also  felt  that  they 
ought  to  make  up  their  minds  beforehand  which  roiite  to 
follow.  At  the  same  time  every  operator  ought ''to  be 
prepared  to  follow  up  one  route  by  another.  For  example, 
in  some  cases  of  vaginal  hysterectomy  it  might  be  necessary 
to  open  the  abdomen  ;  but  this  must  be  very  rare — at  least, 
it  was  so  in  his  own  experience.  He  had  had  to  do  it  in 
two  or  three  cases ;  Mr.  Bishop's  cases  would  seem  to  show, 
however,  that  the  necessity  might  arise  more  often  than  he 
had  thought.  As  a  rule,  in  a  case  of  hysterectomy,  if  he 
found  that  he  could  not  bring  the  uterus  down,  he  would 
prefer  not  to  operate  at  all ;  for  in  such  cases  life  was 
probably  not  prolonged.  For  most  cases  he  preferred  the 
abdominal  route,  especially  if  there  were  a  pint  or  more  of 
fluid,  in  cystic  or  inflammatory  cases ;  and  therefore  he 
thought  it  would  be  only  in  very  few  cases  that  one  would 
have  to  use  the  combined  method.  But  it  was  an  advan- 
tage to  them  to  have  the  experience  of  one  who  had  done 
many  of  these  operations  ;  and  they  should  all  be  prepared 
to  do  the  same  if  necessary. 

Mr.  BOWREMAN  JESSETT  agreed  with  the  previous 
speakers  that  it  was  desirable  to  decide  beforehand  what  one 
was  going  to  do ;   but  this  might  not  be  possible  before 
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putting  the  patient  under  the  anaesthetic.  If  examination 
under  ether  showed  that  there  was  much  fixation,  he 
thought  it  better  to  begin  at  once  by  the  abdominal  route. 
In  Mr.  Bishop's  first  case  the  vaginal  way  was,  no  doubt, 
the  proper  one  to  begin  with.  He  had  himself  had  to  do 
the  combined  operation  in  several  cases  ;  one  was  a  slough- 
ing fibroid,  where  it  was  found  that  it  would  not  be  possible 
to  complete  the  operation  through  the  vagina.  If  an 
operation  had  been  begun,  as  in  Case  III.,  by  the  vagina, 
and  it  was  found  that  there  was  much  pus,  and  the  patient 
was  then  placed  in  the  Trendelenburg  position,  he  thought 
that  there  would  be  great  danger  of  the  pus  passing  into  the 
peritoneal  cavity — a  view  that  was  supported  by  the  fact 
that  the  patient  died  on  the  next  day. 

Mr.  J.  W.  Taylor  (Birmingham)  pointed  out  that  there 
were  two  distinct  questions  in  the  paper  :  {a)  the  combined 
method  in  the  treatment  of  myoma ;  (6)  the  same  in  the 
treatment  of  inflammatory  conditions.  In  the  first  class, 
the  combined  method  was  a  valuable  one,  especially  because 
of  the  necessity  of  thorough  disinfection  of  the  vagina  ;  and 
also  because  the  operation  was  safer  if  the  uterine  arteries 
were  first  secured  through  the  vagina.  This  plan  shortened 
the  duration  of  the  abdominal  operation,  which  was  an 
important  thing.  In  inflammatory  conditions,  he  thought 
that  they  did  not  yet  know  how  much  could  be  done 
through  the  vagina.  They  were  still  in  the  position  of 
learners,  as  they  were  twenty  years  ago  with  abdominal 
operations.  As  a  consequence  operations  by  vaginal 
section,  which  with  perseverance  might  be  satisfactorily 
completed,  were  now  sometimes  abandoned  for  the  older 
and  more  familiar  method  of  abdominal  section. 

Mr.  J.  FuRNEAUX  Jordan  (Birmingham)  cordially  ap- 
proved of  the  combined  method  for  hysterectomy,  for  the 
reasons  given  by  Mr.  Taylor,  and  also  because  it  must  be 
remembered  that  work  done  by  the  vagina  was  done  extra- 
peritoneally.  But  in  other  cases  it  was  better  to  make  up 
one's  mind  beforehand,  since  it  was  to  save  making  the 
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abdominal  incision  that  the  vaginal  route  was  adopted  in 
some  cases.  Many  cases  could  be  quite  well  treated  by  the 
vaginal  route,  such  as  small  cysts  and  adherent  appendages. 
Much  of  this  work  was  done  by  touch,  whichever  route  was 
adopted,  and  it  could  be  done  just  as  well  through  the 
vagina  as  through  the  abdomen  :  for  one  could  see  just  as 
much  by  one  as  by  the  other  route,  namely,  nothing.  He 
had  done  about  ten  vaginal  coeliotomies ;  in  one  he  had 
to  open  the  abdomen  after  all ;  but  in  most  cases  a  careful 
diagnosis  beforehand  would  obviate  this  necessity.  For 
inflammatory  conditions  one  or  other  route  should  be 
adopted  ;  he  thought  the  abdominal  was  usually  the  better ; 
but  in  some  cases,  if  the  patient  could  not  stand  an  abdo- 
minal operation,  a  vaginal  one  might  be  enough  to  cure  her. 
He  had  had  six  such  cases,  and  in  all  of  them  recovery  had 
been  complete.  He  believed  that  the  mortality  of  pyo-salpinx 
was  greater  than  that  of  any  other  abdominal  operation  ; 
but  he  should  not  describe  the  plan  he  mentioned  as  a 
combined  method  ;  it  was  a  vaginal  operation. 

Dr.  Macpherson  Lawrie  (Weymouth)  said  that  it 
must  always  be  inadvisable  to  do  the  combined  operation  if 
either  one  or  other  could  be  done.  In  many  cases,  to  begin 
by  the  vaginal  operation  was  only  to  unnecessarily  bathe 
one's  hands  in  pus  and  other  discharges  ;  and  on  the  whole 
he  thought  that  cases  requiring  the  combined  method  must 
be  few  and  far  between. 

Dr.  Heywood  Smith  commented  on  the  view  expressed 
by  Mr.  Bishop,  that  the  combined  method  was  quicker,  and 
thought  it  would  not  be  found  so,  owing  to  the  time  that 
would  be  lost  in  washing  the  hands  and  changing  the 
position  of  the  patient.  Some  of  the  remarks  made  had 
been  somewhat  off  the  point,  because  the  question  before 
them  was  not  to  decide  between  the  vaginal  and  the  abdo- 
minal operation,  but  between  either  of  these  and  the  com- 
bined plan.  If  it  were  a  question  between  the  two,  he 
thought  the  abdominal  was  safer,  except  in  cases  of  cancer. 

Dr.  PURCELL  stated  that  the  double  method  originated 
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with  Martin,  of  Berlin,  who  was,  however,  so  unfortunate  in 
his  early  cases  that  he  gave  it  up.  All  depended  in  the  first 
instance  on  the  question  of  diagnosis.  For  vaginal  hysterec- 
tomy the  uterus  must  be  movable,  and  small  enough  to  come 
through  the  vagina.  If  large  or  fixed,  the  abdominal  was 
the  only  possible  route,  unless  section  of  the  uterus  in  situ 
were  carried  out.  The  combined  plan  was  to  be  regarded  as 
a  method  of  expediency  when  the  diagnosis  had  proved 
faulty,  and  the  operation  could  not  be  completed  by  the 
vagina. 

Dr.  Arthur  Giles  remarked  that  he  had  had  no  experi- 
ence of  the  combined  ipethod  in  practice ;  but  had  been 
much  interested  both  in  this  and  in  the  vaginal  radical 
operation,  while  engaged  on  the  translation  of  Professor 
Landau's  monograph  on  the  subject.  It  seemed  to  him 
that  the  raison  d^tre  of  the  vaginal  operations  was  the 
avoidance  of  the  necessity  for  opening  the  abdomen  ;  there 
was  nothing  that  was  done  by  the  combined  route  that 
could  not  be  done  by  the  abdominal  alone ;  consequently 
he  thought  that  to  open  the  abdomen  after  beginning  the 
operation  through  the  vagina  was  practically  a  confession 
of  failure ;  it  meant  that  the  operator  had  found  himself 
unable  to  carry  out  what  he  had  originally  set  himself  to 
do.  Mr.  Jordan  had  expressed  the  view  that  abdominal 
operations  for  pyo-salpinx  had  a  special  high  mortality. 
This  was  not  his  own  experience.  It  so  happened  that 
a  rather  large  proportion  of  his  abdominal  operations  had 
been  cases  of  this  kind,  and  he  had  so  far  not  lost  one. 

Mr.  Bellamy  Gardner,  speaking  from  the  point  of 
view  of  the  anaesthetist,  said  that  many  cases  began  to  show 
some  signs  of  collapse  after  about  three-quarters  of  an  hour, 
whether  the  operation  was  vaginal  or  abdominal ;  but  he 
thought  that  shock  depended  more  on  the  amount  of  blood 
lost  than  on  the  opening  of  the  abdomen.  Vaginal  opera- 
tions often  meant  much  loss  of  blood,  even  more  than 
abdominal  ones,  because  in  the  latter  class  of  case  every- 
thing could  be  seen.     To  the  anaesthetist  it  would  appear 
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that  there  was  very  little  shock  as  long  as  haemorrhage  was 
controlled. 

The  President  called  attention  to  the  fact  that  Mr. 
Bishop  was  forced  to  the  consideration  of  the  combined 
method  by  cases  in  which  operation  had  been  too  long 
delayed.  A  lesson  to  be  drawn  from  all  such  cases  was  the 
danger  of  postponement  of  operation,  and  tentative  treat- 
ment. In  the  matter  of  diagnosis  every  man  must,  of 
course,  be  sometimes  wrong.  He  had  seen  some  of  the 
best  surgeons  in  Europe  at  fault,  some  of  them  even  after  an 
examination  under  anaesthesia.  Therefore,  to  say  to  a  man 
"This  is  your  fault  for  making  a  wrong  diagnosis,"  was 
going  too  far.  For  himself,  he  thought  he  would  have  been 
inclined  in  Mr.  Bishop's  cases  to  open  the  abdomen  in  the 
first  instance.  But  he  took  it  that  Mr.  Bishop  did  not  go  so 
far  as  to  say  that  the  combined  method  should  be  adopted 
deliberately.  Much  had  been  said  about  the  cleansing  of 
the  vagina ;  he  would  like  to  say  that  there  was  no  more 
difficulty  about  the  vagina  than  about  the  abdomen,  and 
there  ought  not  to  be  any  difficulty  about  passing  from  one 
to  the  other  if  antisepsis  had  been  properly  secured.  As 
regards  hysterectomy,  he  thought  that  for  a  large  number 
of  conditions  the  vaginal  did  not  compare  well  with  the 
abdominal  method,  even  in  the  skilled  hands  of  Landau 
himself,  and  adhesions  could  not  be  dealt  with  satisfac- 
torily by  the  vagina.  The  duration  of  an  operation  was 
not  such  an  important  thing  as  the  careful  attention  to 
ha^mostasis  and  to  the  union  of  the  wound  ;  but  his  im- 
pression was  that  vaginal  operations  were,  all  in  all,  more 
prolonged,  and  that  there  was  more  haemorrhage.  In 
conclusion,  the  Society  was  much  indebted  to  Mr.  Bishop 
for  his  paper,  which  dealt  with  some  of  the  most  recent 
work  in  gynaecology. 

Mr.  Stanmore  Bishop,  in  reply,  thanked  the  Fellows 
for  their  interest  in  his  paper,  and  for  their  careful  criticisms. 
He  was  glad  to  find  that  the  plan  he  had  advocated  was 
not  without  adherents.     He  quite  agreed  with  the  doctrine 
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that  it  was  desirable  to  make  up  one's  mind  beforehand 
which  method  to  adopt ;  but  there  were  cases  in  which 
the  best  men  might  fail  to  be  right,  and,  moreover,  compli- 
cations might  arise,  as  to  the  occurrence  of  which  no  man 
could  be  certain  before  the  operation  had  begun.  In  many 
cases  it  was  apparent  at  once  which  method  should  be 
pursued ;  in  others  there  was  no  such  certain  indication. 
He  had  looked  up  what  had  been  said  by  the  advocates  of 
the  vaginal  methods ;  and  he  thought  that  anyone  who 
read  Landau's  "Vaginal  Radical  Operation"  would  have 
the  feeling  that  an  operation  once  begun  by  the  vagina 
must  be  finished  by  the  vagina  ;  but  the  point  he  wished  to 
emphasise  was  this  :  Was  it  necessary  to  push  the  operation 
to  these  extremes  ?  Was  it  not  in  many  cases  better  to 
open  the  abdomen,  than  to  complete  by  the  vagina  at  all 
costs  ? 
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Thursday,  January  12, 1899. 

Dr.  H.  MACNAUGHTON-JONES,  President,  in  the  Chair. 

Present  :  About  120  Fellows  and  Visitors. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society :  J.  F.  Barrett,  Highgate ;  A.  W.  H.  Edgelow, 
L.S.A.,  Kensington ;  J.  S.  McArdle,  F.R.C.S.I.,  Dublin. 

The  following  gentlemen  were  proposed  for  election  : 
S.  Jervois  Aarons,  M.D.,  London  ;  John  Henry  Brown,  M.D., 
Sheffield;  Andrew  Home,  F.K.Q.C.P.I.,  Dublin;  Trevor 
Jones,  M.R.C.S.,  South  Wales ;  Percy  Lewis,  M.D.,  Folke- 
stone ;  R.  P.  R.  Lyle,  M.D.,  Dublin ;  G.  R.  Radmore, 
L.S.A.,  Wandsworth. 

The  Council  nominated  for  election  as  Honorary 
Fellows  the  following  two  distinguished  gynaecologists  : 
Howard  A.  Kelly,  M.D.,  Professor  of  Gynaecology  in  the 
Johns  Hopkins  University,  Baltimore,  U.S.A. ;  and  Frederic 
Schauta,  M.D.,  Professor  of  Gynaecology  in  the  University 
of  Vienna. 

Annual  Meeting. 
Treasurer's  Report. 

The  Treasurer,  in  presenting  his  report  for  the  year  1898, 
congratulated  the  Society  on  the  large  accession  to  the 
number  of  Fellows.  This  had  been  brought  about  by  the 
energy  and  popularity  of  their  President,  Dr.  Macnaughton- 
Jones,  and  he  was  pleased  to  hear  he  had  consented  to  fill 
that  post  for  a  second  year. 

It  was  a  gratifying  fact  that  the  Fellows'  subscriptions 
for  the  year  under  notice  amounted  to  the  large  sum  of 
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jf4i4  7s,  This  was  j^59  better  than  the  preceding  year,  and 
was  the  largest  total  which  had  yet  been  reached. 

In  other  respects  the  accounts  so  much  resembled  those 
of  previous  years,  that  there  was  little  to  draw  attention  to. 

The  amount  derived  from  advertisements  in  the  Journal 
was  ;^29,  the  same  as  the  year  before.  It  seemed  hopeless 
to  expect  any  great  increase  from  that  source. 

The  expenses  connected  with  the  production  of  the 
Journal  and  sending  notices  of  meetings  to  the  Fellows  of 
the  Society  were  almost  identical  with  those  of  the  previous 
year. 

One  item,  he  was  pleased  to  say,  would  not  appear  in 
the  next  account.  The  cost  of  repairing  the  small  room 
given  up  by  the  Society  had  been  £;r].  It  had  been  found 
necessary  to  meet  this  expenditure. 

The  balance  at  the  end  of  the  year  was  jfi88,  against 
jf  199  brought  forward  at  the  commencement.  No  change 
had  been  made  in  the  securities  held  by  the  Society.  The 
accounts  had  been  audited  by  Dr.  Heywood  Smith  and  Dr. 
Charles  Bennett. 

Dr.  C.  H.  F.  ROUTH  moved  that  the  best  thanks  of  the 
Society  be  given  to  Dr.  Mansell-Moullin  for  his  valuable 
services  as  Treasurer  during  the  past  year,  and  that  the 
Report  be  adopted.  He  congratulated  the  Society  on  the 
fact  that  they  were  now  much  more  prosperous  than  they 
ever  had  been.  He  was  very  glad  that  Dr.  Mansell-Moullin 
had  consented  to  continue  to  act  as  Treasurer  of  the  Society. 

Dr.  G.  Roe  Carter  seconded  the  motion.  He  need 
not,  he  said,  add  anything  to  what  Dr.  Routh  had  so  ably 
said,  except  to  express  the  hope  that  Dr.  Mansell-Moullin 
might  long  continue  to  carry  on  the  duties  which  he  had 
discharged  so  efficiently. 

The  President,  in  putting  the  motion,  presented  to 
Dr.  Mansell  -  Moullin  an  illuminated  address  from  the 
Council,  congratulating  him  on  his  recent  marriage,  and 
expressing  their  cordial  appreciation  of  the  many  and 
varied  services    he    had  rendered   to  the    Society  during 
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fifteen   continuous  years   of  office  as    Secretary,    Member 
of  Council,  Vice-president,  Librarian  and  Treasurer. 

The  vote  of  thanks  was  then  carried  with  acclamation. 

Dr.  Manse LL-MOULLIN,  in  acknowledging  the  vote  of 
thanks  and  the  presentation  of  the  address,  said  that  he 
felt  very  grateful  for  and  complimented  by  this  token  of 
esteem  and  approval.  It  had  given  him  much  pleasure  to 
act  as  Treasurer.  He  was  glad  that  the  progress  of  the 
Society  had  been  uninterrupted,  and  hoped  that  it  would 
long  so  continue. 

Editor's  Report. 

I  have.  Sir,  much  pleasure  in  reporting  that  the  Society's 
Journal  continues  to  be  well  supported  by  the  Fellows, 
both  at  home  and  abroad,  and  that  there  are  many  evidences 
of  its  being  very  widely  read. 

Those  modifications  in  detail  which  were  tentatively  in- 
troduced and  commented  on  in  my  last  Report  have  been 
favourably  received  and  their  adoption  completely  justified. 

The  Society's  proceedings  have  been  fully  recorded  in 
his  usual  complete  manner  by  Dr.  Giles.  It  is  not  for  me 
here,  however  pleasing  the  duty,  to  dwell  on  their  wide 
scope  and  interest. 

The  Original  Articles  have  been  of  more  than  ordinary 
excellence,  and  without  troubling  you  with  too  many  details, 
it  is  impossible  for  me  not  to  specially  allude  to  Mr.  Taylor's 
classical  lectures  on  "Extra-Uterine  Pregnancy,"  the 
President's  address  on  the  "Gynaecology  of  To-day,"  and 
Dr.  Mary  Dixon  Jones'  paper  on  "  Hysterectomy." 

The  Summary  of  Gynaecology  and  Obstetrics  has,  owing 
to  the  adoption  of  a  smaller  type,  become  much  fuller  and 
proportionately  more  valuable.  This  development  has  been 
much  appreciated  by  many  Fellows,  and  further  improve- 
ments are  in  contemplation. 

In  this  department  of  the  Journal  I  have  especially  to 
note  the  practical  help  received  from  my  collaborators.  Dr. 
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Macan  and  Dr.   Edge,  Dr.  Hebert,  Dr.   Jordan  and   Dr.  . 

Travers.  ; 

In  turning  from  the  past  to  the  coming  year,  it  has  been 
noted  by  others  as  well  as  by  myself,  that  the  Journal  was. 
becoming  too  important  an  organ  to  be  dependent  on  the 
exertions  of  any  one  Hon.  Editor.  Not  only  must  the 
Journal  suflFer  at  times  from  the  inability  of  the  Editor  to 
give  to  it  more  than  a  limited  proportion  of  his  working 
hours,  but  as  it  would  be  possible  for  any  Editor  to 
continue  such  duties  for  only  a  very  short  number  of  years, 
there  must  consequently  ensue  periodic  changes  of  man- 
agement, with  their  accompanying  dislocations  of  policy. 

The  Council  have  therefore — I  think  wisely — decided^ 
with  the  view  of  establishing  the  management  of  the  Journal 
upon  a  sounder  and  broader  basis,  to  appoint  three  Editors 
instead  of  one.  In  this  way,  though  the  work  of  each 
Editor  will  be  less  exacting  than  that  of  the  one  at  present^ 
the  consequent  output  will  be  larger  and  the  various 
departments  of  the  Journal  can  be  further  amplified.  At 
the  same  time,  should  either  one  of  these  Editors  be  un- 
fortunately incapacitated  through  ill-health  or  resign  from 
any  cause,  the  working  of  the  Journal  would  continue  on 
the  same  lines.  It  would  also,  no  doubt,  be  found  much 
less  difficult  to  fill  up  such  a  vacancy  in  the  staff  than  it 
would  be  to  find  some  one  willing  to  undertake  the  heavy 
responsibilities  of  sole  Editorship. 

I  am  glad  to  report  that  Drs.  Macan  and  Giles,  who 
have  already  manifested  their  interest  in  the  past  by  their 
valuable  assistance,  have  agreed  to  be  associated  with 
myself  in  the  Editorship.  With  such  support,  I,  personally, 
can  look  forward  with  much  less  apprehension  than  usual 
to  the  coming  year,  and  I  trust  the  Fellows  may  be  able 
to  share  my  sanguine  anticipations. 

Dr.  T.  M.  DOLAN,  J.P.  (Halifax),  moved  that  the  best 
thanks  of  the  Society  be  given  to  Dr.  Schacht  for  the  way 
in  which  he  had  conducted  the  Journal,  and  that  the  report 
be  adopted.     He  could  speak  with  some  experience  when 
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he  said  that  he  thought  that  the  British  GYNiECOLOGiCAL 
Journal  was  one  of  the  best  Journals  of  contenaporary 
gynaecology  in  existence.  It  was  one  which  would  increase 
in  value.  Their  thanks  were  due  to  Dr.  Schacht  for  the 
time  he  had  given  to  making  the  Journal  a  success.  He 
hoped  that  the  new  editorial  departure  would  be  found 
satisfactory ;  of  course  there  ought  to  remain  one  master- 
mind, one  Editor-in-chief  who  would  be  responsible  for 
the  whole  Journal.  He  believed  that  the  Journal  would 
become  a  most  valuable  property  of  the  Society. 

Dr.  John  Shaw  seconded  the  motion.  Knowing,  as  he 
did,  something  of  the  labour  involved,  he  congratulated  Dr. 
Schacht  on  having  the  responsibility  shared  ;  but  he  hoped 
that  Dr.  Dolan's  remarks  on  the  necessity  of  having  one 
chief  Editor  would  be  borne  in  mind. 

The  vote  of  thanks  was  carried  unanimously. 

Election  of  Officers  and  Council  for  i8gg. 

The  Scrutineers,  Mr.  H.  Bellamy  Gardner  and  Mr. 
J.  FuRNEAUX  Jordan,  announced  that  the  gentlemen 
nominated  by  the  Council  for  the  respective  offices  had 
been  unanimously  elected,  as  follows  : — 

Hon,  President. — R.  Barnes,  M.D.,  F.R.C.P.,  London. 

President. — H.  Macnaugh ton-Jones,  M.D.,  F.R.C.S.I., 
London. 

Vice-Presidents. — G.  G.  Bantock,  M.D.,  London  ;  A.  E. 
Cordes,  M.D.,  Geneva  ;  G.  Elder,  M.D.,  Nottingham  ;  R.  H. 
Hodgson,  M.D.,  London ;  F.  Bowreman  Jessett,  F.R.C.S., 
London  ;  *J.  Macpherson  Lawrie,  M.D.,  Weymouth  ;  J,  J. 
Macan,  M.D.,  London  ;  *R.  Milne  Murray,  M.D.,  Edin- 
burgh ;  *R.  D.  Purefoy,  M.D.,  Dublin  ;  F.  F.  Schacht, 
M.D.,  B.A.,  London  ;  W.  Travers,  M.D.,  F.R.C.S.,  London  ; 
Professor  Hector  Treub,  M.D.,  Amsterdam. 

Treasurer. — J.  A.  Mansell-MouUin,  M.D.,  London. 

Council.— W.  Armstrong,  M.R.C.S.,  Buxton  ;  *N.  White- 
law  Bourns,  M.D.,  London  ;  *  Professor  Murdoch  Cameron, 
M.D.,  Glasgow  ;  *John  Campbell,  M.D.,  F.R.C.S.,  Belfast ; 
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*G.  Roe  Carter,  M.R.C.P.I.,   London;   A.   Donald,   M.D. 
Manchester ;    *T.  Eastes,   M.D.,   F.R.C.S.,  Folkestone ;   F 
Edge,  M.D.,  F.R.C.S.,  Wolverhampton;  C.  H.Gage-Brown 
M.D.,  London  ;  *H.  Bellamy  Gardner,  M.R.C.S.,  London 
C.  Godson,  M.D.,  London  ;  H.  S.  Howell,  M.D.,  London 
*J.  Furneaux  Jordan,  F.R.C.S.,  Birmingham  ;  Skene  Keith 
M.B.,   F.R.C.S.Ed.,    London;    Christopher    Martin,   M.B. 
F.R.C.S.,    Birmingham  ;     *T.     Morton,    M.D.,    London 
W.  H.  Newnham,  M.B.Cantab.,  Clifton  ;   Professor  A.  W 
Mayo  Robson,  F.R.C.S.,  Leeds ;    *C.  H.  F.  Routh,  M.D. 
London  ;  *W.  Slimon,  M.D.,  London  ;  E.  T.  Smith,  L.S.A. 
London  ;    Heywood  Smith,  M.D.,  London ;    R.  T.  Smith 
M.D.,  London  ;  D.  Thomson,  M.D.,  London. 

Editors  of  journal. — F.  F.  Schacht,  M.D.,  B.A.,  London 
•Arthur  E.  Giles,  M.D.,  B.Sc,  London;  *J.  J.  Macan,  M.D. 
M.A.,  London. 

Hon.   Secretaries. — George    E.    Keith,    M.B.,    London 
Arthur  E.  Giles,  M.D.,  B.Sc,  London. 

Vote  of  thanks  to  Retiring  Officers. 

Mr.  J.  Furneaux  Jordan  proposed  that  the  best  thanks 
of  the  Society  be  given  to  the  retiring  officers  for  their 
valuable  services  during  the  past  year.  He  took  occasion 
to  compliment  the  Society  on  its  executive ;  they  could 
not,  he  thought,  have  had  better  President,  Treasurer,  Secre- 
taries and  officers  than  they  had  had. 

Dr.  C.  H.  Bennett  seconded  the  vote  of  thanks.  All 
the  offices  involved  a  great  amount  of  work ;  but  he  sup- 
posed that  few  people  knew  how  much  was  involved  in  the 
work  of  the  Treasurer.  Their  Treasurer's  book  was  worth 
looking  at  as  an  example  of  how  accounts  should  be  kept. 
Speaking  as  Auditor,  he  could  say  that  though  he  had  had  a 
good  deal  of  experience  of  accounts  he  had  never  seen 
books  better  kept  in  his  life,  and  he  hoped  that  Dr.  Mansell- 
MouUin  would  long  continue  in  office. 

The  motion  was  carried  unanimously. 


■-  •s 


*  The  asterisk  indicates  the  new  names  proposed  by  the  Council  for 
the  respective  Offices. 
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The  President  then  delivered  his  Address. 

Gentlemen, — Before  proceeding  to  the  subject  of 
my  address,  I  have  to  discharge  a  sad  duty  which  falls 
to  the  lot  of  the  President  at  each  annual  meeting,  namely, 
to  refer  to  those  Fellows  whom  death  has  removed  during 
the  year.  In  1898  we  lost  five  Foundation  Fellows  of 
the  Society  :  Dr.  Edwin  Child,  of  New  Maiden,  Surrey, 
Mr.  John  Hamilton  Craigie,  F.R.C.S.,  Dentist  to  the  Chelsea 
Hospital  for  Women,  Dr.  Henry  Lewis,  of  Folkestone 
(who  had  served  on  the  Council  from  1895  to  1897),  Dr. 
Charles  Egerton  Fitzgerald,  of  Folkestone  (who  had  also 
been  a  member  of  Council  during  1888  and  1889),  and 
Professor  John  Wallace,  of  Liverpool  (who  had  been  a 
Councillor  from  1884  to  1886,  and  Vice-President  from 
1894  to  1896,  being  re-elected  to  the  Council  during 
the  past  year).  Of  two  of  these  late  Fellows  more  than 
a  passing  word  must  be  said. 

Dr.  Fitzgerald  has  been  a  frequent  attendant,  both  at 
our  meetings  and  our  social  re-unions,  at  which  his  genial 
personality  will  long  be  remembered.  So  late  as  our 
Annual  Dinner  in  November  last  he  was  amongst  us. 
Dr.  Fitzgerald  occupied  a  prominent  position  in  Folke- 
stone, not  only  as  a  physician,  but  also  as  a  scientific  writer 
and  lecturer.  He  was  the  founder  and  president  for  twenty 
years  of  the  Folkestone  Natural  History  Society.  To  him 
the  Folkestone  Medical  Society  mainly  owed  its  origin, 
and  he  was  its  President.  He  was  an  ardent  hygienist, 
and  took  an  active  part  in  all  matters  appertaining  to 
sanitary  science,  more  particularly  those  bearing  upon 
hospitals  and  home  nursing.  It  is  not  so  long  since  that 
he  wrote  upon  the  subject  now  so  prominently  before  the 
public — the  open-air  treatment  of  tuberculosis.  Folkestone 
has  lost  in  him  a  talented  and  cultured  physician,  and  our 
Society  an  able  and  esteemed  member. 

Professor  John  Wallace  held  every  office  of  distinction 
and  responsibility  that  the  North  of  England  could  confer 
upon  him.     He  held  the  post  of  Professor  of  Midwifery  and 
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Gynaecology  in  University  College,  Liverpool,  and  was 
examiner  in  Obstetric  Medicine  and  Gynaecology  in  Victoria  1^ 

University.      He  was  Obstetric  Physician  to  the  Liverpool  / 

Royal  Infirmary,  and  had  held  the  Presidential  Chair  of  the 
North  of  England  Obstetrical  and  Gynaecological  Society. 

» 

By  him  the  Liverpool  Medical  and  Chirtirgical  Journal  had 
been  ably  edited.  He  was  the  author  of  many  original  and 
practical  essays,  both  in  obstetrics  and  gynaecology.  In  him 
England  has  lost  one  of  her  most  distinguished  gynaecolo- 
gists, and  most  able  of  writers. 

Some  Lessons  in  GvNiECOLOGY  Learned  in  1898. 

In  bringing  to  your  notice  some  lessons  in  gynaecology 
learned  during  the  year  that  has  passed,  I  am  induced  to 
say  a  few  words  on  the  raison  d'etre  of  a  Gynaecological 
Society  in  this,  the  last  year  but  one  of  the  nineteenth 
century.  At  the  recent  Annual  Dinner  of  this  Society,  the 
venerable  and  distinguished  President  of  the  General 
Medical  Council,  in  proposing  the  toast  of  the  British 
Gynaecological  Society,  made  the  pertinent  enquiry,  "  What 
are  the  attributes  which  call,  in  its  particular  interest,  for 
such  a  toast  ? "  In  other  words,  what  has  this  Society 
done,  and  what  is  it  doing,  to  entitle  it  to  the  esteem  of  the 
profession  at  large,  and  the  respect  of  those  who  at  the 
present  time  are  working  in  the  van  of  that  department  of 
medical  science  with  which  it  has  especially  to  do.  I  think 
it  can  be  affirmed  with  absolute  truth,  that  in  no  field  of 
surgery  have  the  advances  of  the  art  been  more  rapid  and 
striking  than  in  that  of  gynaecology.  The  workers  of  this 
century  have  handed  on  to  those  of  the  next,  from  out  of 
the  crude  and  chaotic  elements  in  which  they  worked  for 
many  years,  a  system  of  treatment  founded  upon  a  solid 
basis  of  well  ascertained  anatomical,  physiological,  and 
pathological  facts.  Not  only  have  we  given  to  us  a  fairly 
complete  codification  of  the  different  diseased  conditions 
which  attack  the  various  structures  entering  into  the  com- 
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ponent  parts  of  the  pelvic  organs  of  women,  enabling  us 
to  apply  well  defined  rules  of  surgical  treatment,  pallia- 
tive or  radical,  but  these  surgical  procedures  themselves 
have  been  most  critically  differentiated  so  as  to  adapt  them 
with  the  most  perfect  safety  to  the  woman,  and  the  most 
skilful  removal  or  conservation  of  the  affected  parts.  A 
modern  gynaecological  operation,  from  its  inception  to  its 
close,  proceeds  on  well  pre-determined  lines  in  the  execution 
of  all  its  details,  into  which  no  haphazard  methods,  or  any 
leanings  on  chance,  are  permitted  to  play  any  part.  It 
would  be  superfluous  to  show  the  truth  of  this  statement  by 
referring  to  the  many  surgical  procedures  resorted  to,  from 
the  external  organs  of  generation  to  the  uterine  adnexa,  with 
which  you  are  familiar.  And  it  is  well  that  a  Society  such 
as  ours,  professing  to  take  its  place  in  the  forefront  of  pro- 
gressive gynaecology,  should  realise  clearly  its  position.  It 
is  with  a  scientific  society  as  with  any  other  slowly  evolving 
art :  the  developing  stages  consequent  upon  new  acquisition 
of  knowledge  and  technique  leave  behind  them,  imperceptibly 
it  may  be  at  the  time,  evidences  of  the  disregarded  practices 
and  appliances  which  have  gradually  led  up  to  its  more 
complete,  though  possibly  not  perfect,  development.  It 
follows  that  at  any  particular  time,  when  such  evolutionary 
process  is  at  work,  we  must  have  transitional  phases  between 
such  obsolete  views  or  practices,  and  the  more  perfect 
applications  of  the  art  which  has  grown  out  of  them- 
Behind  us  is  a  well-defined  line  of  demarcation  separating 
now  totally  disused  and  antiquated  modes  of  practice ; 
before  us  lies  a  period  of  future  possibilities,  at  which  we 
aim  through  our  instinctive  dissatisfaction  with  even  the 
most  complete  of  our  present  procedures  and  results.  A 
Society  lives  in  this  passing  phase  of  dissatisfaction  and 
distrust  of  itself,  and  its  sole  object  is  by  record,  observa- 
tion, and  experiment,  to  advance  still  more  to  faultless  and 
finished  procedures.  A  Society  does  not  exist  to  disinter 
dead  hypotheses  and  practices,  and  of  all  the  aggravating 
and  useless  expenditures  of  time,  that  of  flogging  the  dead 
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carcase  of  some  jaded  argument  for  the  purpose  of  self- 
glorification  is  the  worst.  In  gynaecology,  for  example,  it  J 
is  a  fact  established  by  many  thousands  of  experiments 
that  removal  of  every  form  of  uterine  tumour  can  be 
safely  conducted  by  hysterectomy  ;  that,  with  or  without 
the  uterus,  the  most  extensively  diseased  adnexa  can  be 
removed  by  coeliotomy ;  that  ovarian  tumours,  with  every 
conceivable  complication,  can  be  dealt  with  successfully  by 
ovariotomy;  that  myomata  of  a  certain  kind  can  be  most 
successfully  ablated  by  the  vaginal  route ;  that  certain 
adnexal  conditions  can  be  best  dealt  with  in  the  same 
manner,  and  that  conservative  operations  on  these  organs 
can  be  most  successfully  dealt  with  by  colpotomy,  anterior 
or  posterior;  that  cancer  of  the  uterus,  save  in  very  rare 
conditions,  such  as  malignant  disease  complicated  by  a 
large  myoma,  is  best  attacked  by  vaginal  hysterectomy ; 
that  drainage  is  not  necessary,  save  under  conditions  which 
are  fairly  defined  and  settled,  and  that  once  having  decided 
upon  drainage,  the  mode  of  carrying  it  into  effect,  whether 
after  laparotomy  or  vaginal  hysterectomy,  has  been  abso- 
lutely determined  and  is  a  matter  of  every-day  routine. 

To  exhibit  specimens  merely  to  prove  any  of  these  points 
is  an  unjustifiable  expenditure  of  valuable  time.  Also  it  may 
with  truth  be  said  that  every  argument  that  can  conceivably 
be  advanced  in  regard  to  certain  details  before,  during,  and 
after  operative  procedures,  has  been  debated  and  written  of 
to  the  death.  I  might  take,  for  example,  the  preparation  of 
the  patient,  so  far  as  diet,  the  preparation  of  the  bowel,  the 
disinfection  of  the  parts,  and  narcosis  are  concerned ;  the 
advantages  of  the  Trendelenburg  position,  and  the  employ- 
ment  in  emergency  from  collapse  of  artificial  serum ;  the 
method  of  closing  the  abdominal  wound,  and  the  abdo- 
minal toilette  generally;  the  after-treatment  of  a  patient^ 
and  all  the  various  complications  which  are  incidental  to  all 
serious  cases  of  abdominal  or  vaginal  cceliotomy.  It  is 
rather  humiliating  for  a  man  to  find  that  he  has  been 
absorbing  time  in  discussing  and  ventilating  his  views  upon 
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subjects  which  he  can — if  he  will  only  take  the  trouble 
— learn  have  been  all  exhaustively  considered  some  few 
years  before. 

But  turning  to  these  very  points  that  I  have  taken  for 
illustration,  let  me  indicate  some  perfectly  justifiable  matters 
for  discussion,  that  the  exhibition  of  otherwise  uninstruc- 
tive  specimens  may  warrant.  We  may  broadly  divide 
under  three  heads  the  exceptional  circumstances  or  condi- 
tions connected  with  a  case,  which  attach  to  it  sufficient 
interest  to  make  it  worthy  of  discussion  :  (i)  clinical  facts, 
signs  and  symptoms,  leading  to  difficulty  and  errors  of 
diagnosis ;  (2)  unique,  serious,  and  unexpected  complications 
arising  during  operation,  which  have  to  be  dealt  with  by 
improvised  methods  calling  for  original  suggestion  and 
application  on  the  part  of  the  operator ;  (3)  pathological 
conditions,  the  interest  of  which  depends  upon  their 
rarity,  or  the  bearing  they  may  have  upon  treatment, 
and  the  demand  for,  or  the  nature  and  extent  of,  opera- 
tive procedures.  In  uterine  fibroids  there  are  still  such 
debatable  questions  as  the  mode  of  securing  haemostasis 
in  certain  exceptionally  difficult  cases  of  hysterectomy 
complicated  by  the  presence  of  broad  ligament  tumours 
and  inflammatory  affections,  or  with  growths  of  the 
adnexa  ;  the  management  of  pregnancy  complicated  by 
fibroid ;  extra-uterine  fcetation  associated  with  myoma 
and  adnexal  disease  and  tumours ;  conservative  treatment 
of  the  uterus  by  myomectomy  or  enucleation  of  fibromatous 
tumours,  as  advocated  before  the  Society  recently  by  Dr. 
William  Alexander.  With  regard  to  diseased  adnexa,  there 
are  many  interesting  points  bearing  upon  symptomatology 
on  which  much  light  may  be  thrown  by  more  careful 
examination  of  the  tissues  removed,  for  it  is  a  certain  fact 
that  pain,  diflSculty  of  locomotion,  and  various  disturbances 
of  the  nervous  system,  are  caused  in  some  women  by 
pathological  changes  in  the  ovary  in  no  way  proportionate 
to  these  symptoms,  and  for  which  no  relief  can  be  found 
save    by    removal    of   the   diseased    organs.     Evidence   is 
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required,  drawn  from  the  after-history  of  cases  of  con- 
servative surgery  of  the  ovaries  and  tubes,  as  to  the  results  / 
of  efforts  to  save  cystic  and  cirrhosed  ovaries,  and  tubes 
that  have  suppurated,  or  have  been  distended  with  serum 
or  blood.  Adnexal  tumours  which  have  a  bearing  on  the 
question  of  the  vaginal  or  abdominal  routes  of  operation, 
through  the  adhesions  which  have  formed,  the  size  and 
character  of  the  tumours,  their  association  with  fibromata 
or  malignant  disease  of  the  uterus,  have  also  a  special 
interest.  There  is  the  question,  both  pathological  and 
operative,  of  ovarian  and  broad  ligament  haematoma  and 
blood  cysts,  with  the  bearing  which  these  have  on  the 
occurrence,  as  well  as  the  histological  and  pathological 
sequences,  of  ruptured  tubo-ovarian  and  tubal  gestation. 

Ovariotomy  for  ovarian  cystoma  must  have  occasionally 
certain  complications  which  so  involve  the  operation  of 
ovariotomy  that  the  narration  of  the  case,  independent  of 
any  specimen  for  exhibition,  cannot  fail  to  be  of  import- 
ance. I  refer  to  various  types  of  blood  cysts,  suppurating 
and  malignant  cystoma,  and  such  difficult  complications 
as  extensive  peritoneal,  omental  and  bowel  adhesions,  an 
extreme  instance  of  which,  occurring  recently  in  my  own 
practice,  I  shall  presently  refer  to.  And  here  1  may  advert 
to  what  appears  to  me  to  be  a  most  important  want  in  the 
proceedings  of  our  Society,  namely,  the  backwardness  of 
our  Fellows  in  bringing  forward  cases  which  have  presented 
special  features  of  clinical  interest.  There  appears  to  be  an 
idea  that  unless  the  proof  of  a  surgical  triumph  can  be 
obtained  in  the  shape  of  a  pathological  specimen,  such 
cases  should  be  allowed  to  pass  unrecorded.  May  I  be 
permitted  to  say  that  there  is  a  certain  acknowledgment 
of  defeat  associated  even  with  the  greatest  triumph  in  the 
removal  of  important  organs.  After  all  is  told,  it  is  but  a 
demonstration  that  disease  has  baffled  the  physician  and 
that  nought  save  radical  removal  and  mutilation  has  saved 
the  patient.  It  would  be  easy  to  instance  a  number  of 
affections  of  all  parts  of  the  sexual  organs  of  supreme 
VOL.  xiv. — NO.  56.  34 
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interest  to  the  gynsecologist,  and  more  especially  to  the 
practitioner  who  may  not  look  upon  himself  in  the  light  of 
a  special  operator,  which  should  find  a  place  in  our  debates 
and  Transactions,  and  which  would  give  rise  to  most  instruc- 
tive discussion.  Proofs  of  truly  conservative  gynaecology 
would  here  have  their  appropriate  place,  and  general  thera- 
peutics, including  the  administration  of  remedies,  should  at 
least  be  thought  worthy  of  mention  at  the  meetings  of  our 
Society.  At  present  we  seek  in  vain  in  our  Transactions  for 
evidence  that  any  form  of  general  treatment  and  medication, 
not  to  speak  of  any  special  drug,  is  of  use  in  resisting  the 
inroads  of  pelvic  disease  in  women.  Not  long  since  I 
heard  an  able  and  distinguished  gynaecologist,  for  whom 
I  have  the  greatest  respect  and  whose  operative  skill  is 
beyond  question,  declare,  jocularly,  that  he  "  knew  nothing 
of  physic."  Surely  prophylaxis  and  treatment  other  than 
purely  operative  have  their  appropriate  place  in  anticipat- 
ing and  resisting  the  inroads  of  disease.  Were  it  possible 
to  show  in  the  Gynaecological  Society,  by  some  radiographic 
method,  organs  which  had  been  threatened  with  or  passed 
through  some  critical  and  serious  morbid  change  (during 
the  stages  of  which  the  life  of  the  patient  had  been  gravely 
threatened)  now  restored,  physiologically  and  histologically 
to  a  condition  of  health,  we  must  acknowledge  that  at 
least  such  an  exhibition  of  living  pictures  would  be  more 
satisfactory  to  our  patients  than  any  number  of  dead  speci- 
mens— ^though,  of  course,  pathologically  and  financially,  we 
should  be  the  losers  !  Those  of  our  Fellows  largely  engaged 
in  general  practice,  as  many  of  them  are,  could  by  such 
records  considerably  advance  the  interest  and  value  of  our 
debates. 

In  this  direction  the  value  of  the  ovarian  secretion  as  a 
therapeutic  agent  is  worthy  of  the  most  careful  considera- 
tion. Indeed,  the  correlation  between  unstable  protagon 
compounds,  as  lecithin,  and  the  phosphatic  compounds  in 
the  tissues,  with  the  influence  of  both  on  nutrition  and 
metabolism  generally,  has  not  yet  been  sufficiently  studied. 
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However  this  may  be,  the  experiments  of  Curatulo  and 
Turalli  prove  that  distinct  effects  on  oxidisation  are  caused 
by  the  removal  of  the  ovaries,  and  more  curious  still  are  the 
experiments  of  Krauer,  which  prove  that  even  transplanta- 
tion  of  the  ovaries  to  distant  parts  does  not  affect  the 
development  of  the  Graafian  follicles,  nor  does  it  change 
the  normal  structure,  while  Chrobak,  with  the  ovarian 
extract  of  the  cow,  produced  most  important  effects  on 
symptoms  due  to  the  induced  climacteric.  Others,  including 
Stehmen,  of  Chicago,  influenced  by  the  analogy  existing 
between  the  thyroid  secretion  and  that  of  the  ovary,  by 
the  administratipn  of  thyroid  tablets  affected  in  a  striking 
manner  patients  suffering  from  a  variety  of  symptoms, 
mental  and  other,  assumed  to  be  due  to  deficient  ovarian 
secretion.  To  Dr.  C.  H.  F.  Routh  is  due  the  credit  of  having 
been  the  first  in  the  United  Kingdom  and  in  this  Society  to 
draw  special  attention  to  this  physiological  function. 

I  might  instance  questions  of  such  common  occurrence 
as  the  treatment  of  pruritus  and  eczema  vulvae,  the  manage- 
ment of  granular  vaginitis,  the  results  of  curettage  in  cases 
of  haemorrhagic  endometritis,  fungous  endometritis,  chronic 
suppurative  endometritis,  associated  with  suppurative  condi- 
tions of  the  adnexa,  and  the  all-important  bearing  of 
gonorrhoeal  infection  on  inflammatory  conditions  of  the 
uterus  and  adnexa.  I  include  those  facts  of  etiological  and 
bacteriological  moment  which  bear  upon  the  life  history  of 
the  gonococcus,  its  struggle  for  existence  in  the  generative 
organs,  the  question  of  latency,  survival,  and  reproduction, 
as  well  as  the  effect  which  the  failure  of  detection  of  the 
organism  may  have  upon  our  diagnosis  and  prognosis. 

In  this  connection  I  may  say  that  I  view  a  negative 
result  following  the  examination  for  the  gonococcus  as  in 
no  way  disproving  the  specific  nature  of  a  discharge,  its 
presence  being  dependent  upon  the  date  of  infection,  its 
duration,  or  fresh  exacerbations  and  recurrent  infection  of 
the  genital  canal.  But  I  believe  that  in  the  great  majority 
of  cases  in  which   there  is  suppurative  endometritis  with 
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double  pyo-salpinx,  recent  or  latent  gonorrhoea!  infection  is 
the  cause  of  the  mischief. 

The  last  example  I  referred  to  was  drainage,  and  here 
again  the  relative  advantage — under  certain  exceptional 
conditions — of  different  methods  may  be  demonstrated, 
while  on  the  other  hand,  instances  of  harm  following  upon 
its  adoption,  and  the  best  means  of  dealing  with  such  ill 
consequences,  might  be  shown.  Mr.  Jessett's  ingenious 
method  of  dealing  with  a  large  rent  in  the  bladder,  which 
he  brought  this  year  before  the  Society,  is  a  case  in  point. 

And  speaking  of  the  bladder  reminds  me  that  there  is 
a  large  field  open  to  gynaecologists,  and  especially  to 
our  younger  Fellows,  to  perfect  themselves  in  the  explora- 
tion of  the  bladder  by  cystoscopy,  by  repeated  experiences 
derived  through  frequent  examination.  Two  rival  methods 
are  in  the  field.  The  one  which  is  familiar  to  all  is  that  of 
Howard  Kelly.  This  has  the  disadvantage,  which  is  but  a 
slight  one,  of  requiring  an  anaesthetic,  and  the  dilatation  of 
the  urethra  in  order  to  explore  the  bladder,  or  to  catheterise 
and  sound  the  ureter  and  kidney.  The  other  method  is 
that  by  means  of  the  cystoscope  of  Dr.  Kolischer  of  Vienna, 
practised  also  by  Professor  Winter  of  Berlin,  which  I  here 
show  you.  Recently,  through  the  kindness  of  Dr.  Kolischer, 
I  had  the  opportunity  of  seeing  him  demonstrate  various 
morbid  conditions  in  the  Krankenhaus  in  Vienna,  in  Pro- 
fessor Schauta's  Klinik,  affections  of  the  vesical  mucosa,  and 
exploration  and  catheterisation  of  the  ureters.  This  was 
done  without  an  anaesthetic,  and  without  dilatation  of  the 
urethra,  and  thus  medication  was  applied  to  the  bladder 
wall  without  any  difficulty.  It  is  not  necessary  to  say  of 
what  vital  moment  it  is  in  diagnosis  to  determine  the 
condition  of  a  ureter,  to  catheterise  a  kidney,  to  ascertain 
which  ureter  or  kidney  is  involved,  and  to  perform  certain 
operative  procedures  on  the  wall  of  the  bladder,  all  of 
which  can  be  done  by  means  of  this  convenient  appliance 
of  Dr.  Kolischer. 

Before  passing  from  this  brief  sketch  of  some  of  the 
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paths  along  which  our  Society  may  advance  in  the  direction 
of  original  observation,  research,  and  operative  lechnique, 
there  is  a  matter  that  I  will  very  briefly  allude  to,  for  it  is 
a  topic  of  such  supreme  importance  to  the  profession  that 
nought  save  a  mere  reference  would  be  warrantable  on  an 
occasion  like  the  present.  Nor  will  I  here  express  any 
opinion,  or  enter  into  a  discussion  of  my  reasons  for 
suggesting  that  it  is  such  a  Society  as  this  that  ought  to 
seriously  consider  the  propriety  of  reviewing  the  present 
position  in  its  medical  or  medico-legal  bearings  of  the 
whole  subject  of  accidental  or  intentional  abortion.  With- 
out, as  I  have  said,  pronouncing  any  opinion,  I  will  ask  the 
Fellows  of  this  Society  if  they  consider  that  the  expert 
scientific  evidence  constantly  brought  forward  is  satis- 
factory, and  such  as  is  calculated  to  fulfil,  without  favour  or 
prejudice,  the  ends  of  justice.  Leaving  out  of  consideration 
incidental  circumstances,  to  which  peculiar  and  possibly 
strained  significance  is  given  by  ignorant  minds,  are  there 
not  points  of  vital  moment,  both  clinical  and  pathological, 
which  are  most  loosely  and  inaccurately  adjudicated  upon  ? 
If  this  be  so,  would  it  not  be  well  that  a  Committee,  com- 
posed of  expert  pathologists  and  men  with  large  clinical 
experience,  should  be  nominated  to  report  on  the  entire 
subject,  such  report  being  founded  on  a  careful  investiga- 
tion of  published  cases  bearing  upon  it.  It  would  take  into 
consideration  all  the  pathological  points  at  issue  needful 
to  arrive  at  a  correct  conclusion,  and  finally  it  would 
sift  all  the  clinical  facts  which  have  to  be  reviewed  in 
such  cases,  and  apportion  to  each  its  proper  value  when 
weighed  in  relation  to  all  the  antecedent  and  accompany- 
ing facts.  It  might  be  possible  to  associate  with  this 
body  in  its  deliberations  a  few  medico-legal  experts,  and 
one  of  our  experienced  medical  coroners.  Such  a  Com- 
mittee would  require  to  sit  periodically  for  some  months, 
and  should  then  furnish  its  report  through  the  Council 
to  the  Society,  which  might  amend  it  before  endorsement, 
and  this  authoritative  expression  of  opinion   should  then 
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be  forwarded  to  the  proper  quarters.  I  venture  to  throw 
out  this  suggestion. 

Before  answering  the  natural  question  "What  has  the 
British  Gynaecological  Society  done  during  the  past  year  to 
promote  and  advance  our  art  ? "  I  will  in  a  few  sentences 
summarise  its  work.  I  find  that  the  following  operations 
have  been  illustrated  by  interesting  specimens  exhibited  by 
the  Fellows :  abdominal  pan-hysterectomy,  nine ;  vaginal 
pan-hysterectomy,  ten  ;  hysterectomy  by  coeliotomy,  seven  ; 
oophorectomy,  colpotomy,  and  ovariotomy  for  cystoma, 
seventeen ;  extra-uterine  fcetations,  three ;  myomectomy, 
one.  Special  discussions  have  taken  place  on  the  treatment 
of  dysmenorrhoea,  on  haemorrhagic  endometritis,  the 
question  of  the  enucleation  of  uterine  fibroids,  on  risks  to 
the  ureters  during  hysterectomy,  and  on  the  after-treatment 
of  cases  of  abdominal  section. 

Addresses  have  been  delivered  on  the  operative  treat- 
ment of  extra-uterine  gestation,  "  the  position  of  gynaecology 
to-day,"  and  combined  abdominal  and  vaginal  ovariotomy. 
If  we  now  reply  to  the  query  I  have  asked,  I  think  we  may 
thus  briefly  summarise  and  condense  the  more  important 
results  of  our  work.  Attention  has  been  drawn  to  the 
necessity  for  a  clearer  differentiation  in  the  etiology  and 
treatment  of  haemorrhagic  endometritis,  and  an  enquiry 
into  the  etiological  significance  of  syphilis  in  this  disease ; 
instructive  suggestions  have  been  made  on  the  diagnosis 
and  symptomatology  of  extra-uterine  foetation  ;  there  has 
been  an  exhibition  of  a  unique  collection  of  microsco- 
pical specimens  illustrative  of  the  rarer  pathological  con- 
ditions of  the  uterus  and  adnexa;  specimens  have  also 
been  shown  demonstrating  the  more  frequent  occurrence 
of  sarcoma  of  the  ovary.  We  have  discussed  the  con- 
sideration of  the  comparative  value  of  enucleation  of 
uterine  fibroids  as  a  conservative  operation,  and  as  an 
alternative  to  hysterectomy  and  pan-hysterectomy ;  the 
importance  of  operation  on  uterine  fibroma  complicating 
pregnancy;     the     value    of    immediate    opening    of    the 
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abdomen  when  constriction  or  injury  of  the  ureter  is 
suspected  after  hysterectomy,  and  the  comparative  rarity 
of  injury  to  the  ureter,  when  considered  with  the  number 
of  operations  performed  (only  ten  cases  in  several 
thousands  of  operations  having  occurred  in  the  practice 
of  such  men  as  Martin  and  Landau  of  Berlin,  Doyen 
of  Paris,  and  Kufferath  of  Brussels).  iThe  question  of  the 
relative  importance  of  Dudley's  operation  has  been  raised 
in  cases  in  which  it  is  specially  indicated  for  dysmenor- 
rhoea.  Some  debatable  points  in  the  after-treatment  of 
patients  on  whom  abdominal  section  has  been  performed, 
and  the  consideration  of  the  combined  abdominal  and 
vaginal  operation  in  cases  in  which  there  are  inflamma- 
tory states  of  the  adnexa  present,  as  well  as  a  better  under- 
standing of  the  grounds  on  which  the  vaginal  route  is 
selected,  have  been  before  us. 

I  should  not  forget  to  mention  an  interesting  demon- 
stration which  was  given  before  the  Society  by  Dr.  New- 
man, of  the  different  organisms  which  are  found  in  the 
female  genital  organs.  The  address  of  Professor  Martin, 
to  which  I  have  incidentally  referred,  and  which  has  now 
appeared  in  full  in  the  Journal  of  the  Society,  was  listened 
to  with  deep  interest  by  a  large  number  of  Fellows  at  a 
meeting  at  which  such  distinguished  gynaecologists  as 
Professor  Sanger,  Dr.  Theodore  Landau,  Dr.  Howard 
Kelly,  Professors  Lapthorn  Smith  and  Gardner,  Professor 
Jacobs  and  others,  were  present.  Finally,  you  have  had 
published  645  pages  composed  of  Transactions  of  the  Society, 
original  communications,  records  of  clinical  cases,  reviews, 
and  summaries  of  contemporaneous  gynaecological  work 
and  research  in  the  Journal  of  the  Society. 

I  think  we  may  summarise,  as  a  few  of  the  more  solid 
acquisitions  in  gynaecology  of  the  past  year,  the  following  : — 
There  has  been  a  clearer  differentiation  of  the  cases  in 
which  vaginal  fixation,  ventro-fixation,  or  shortening  and 
fixation  of  the  round  ligaments  (Alexander's  operation) 
should  be  performed.    The  last,  it  must  be  acknowledged. 
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is  every  day  gaining  additional  ground  on  the  Continent, 
both  in  France  and  Germany. 

The  most  important  contribution  to  this  question  made 
during  the  year  1898  has  been  that  by  Dr.  Doliris,  of  Paris, 
who  has  published  the  analjrsis  of  ninety  cases  of  treatment 
of  retroversion  of  the  uterus  by  shortening  of  the  round 
ligaments  by  the  inguinal  method.  In  four  instances  lapa- 
rotomy was  also  performed  for  aflFections  of  the  adnexa, 
and  the  round  ligaments  were  fixed  in  the  abdominal 
wound.  In  the  ninety  cases  there  were  two  deaths,  but 
these  ninety  only  made  portion  of  a  series  of  four  hundred 
operations,  and  one  of  the  two  was  attributed  to  iodoform 
intoxication,  the  other  occurred  in  a  neuropathic  hysterical 
woman  in  whom  the  autopsy  showed  that  strangulation  of 
the  colon  in  the  neighbourhood  of  the  canal  of  Winslow 
existed,  there  being  no  peritonitis.  In  twelve  cases  there 
were  tempora^y  vesical  troubles ;  iodoform  erythema 
occurred  in  a  few,  phlegmasia  dolens  in  one.  The  par- 
ticulars of  seven  cases  he  records,  in  which  the  results  were 
not  satisfactory,  but  these  seven  had  associated  with  the 
failure,  pregnancies,  the  shortening  of  one  ligament  alone,  a 
mode  of  operating  which  he  had  resorted  to  thirteen  times 
in  cases  of  moderate  retroversion.  In  only  two  cases  was 
there  complete  failure.  Such  testimony  as  this  to  our 
distinguished  Fellow's  operation  is  one  that  he  may  well  be 
proud  of. 

There  has  been  a  more  frequent  resort  to  subcutaneous 

I  injections  of  artificial  serum  in  cases  of  collapse  during  opo^- 

tion,  or  continued  tendency  to  it  after.     The  value  of  this 

!  treatment  in  cases  of  collapse  in  tubal  pregnancy  should  be 

remembered.     Further  researches  tend  to  prove  that  deci- 

I  duoma  malignum  is  a  maternal  endothelium,   developing 

either  during  pregnancy  or  immediately  after  labour,  and 
that  it  is  characterised  by  metastasis.  The  substitution  (after 
curettage)  of  amputation  of  the  diseased  portion  of  the  cervix 
(after  Martin's  method),  for  repeated  and  doubtful  cauterisa- 

I  tions  is  a  substantial  gain.     The  determination  of  the  best 
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method  of  closure  of  the  abdomen  by  the  triple  suture,  and 
the  importance  of  the  isolated  fascial  suture,  with  careful 
adaptation  of  the  cut  edges  of  the  fascia,  so  as  to  secure 
primary  union  in  the  prevention  of  hernia,  is  satisfactory. 

The  circumstances  and  local  conditions  which  determine 
the  surgeon  to  perform  laparotomy,  or  posterior  vaginal 
coeliotomy  in  the  treatment  of  extra  uterine  pregnancy,  have 
been  most  clearly  laid  down  during  the  past  year.  The 
indications  for  drainage  in  the  abdominal  operation,  and 
the  necessity  for  efficacious  drainage  in  both  instances,  with 
a  large  rubber  tube  of  a  T  shape  in  the  case  of  a  vaginal 
operation,  have  been  emphasised.  After  the  paper  I  have 
referred  to,  by  our  late  President,  Mr.  Mayo  Robson,  on 
extra-uterine  pregnancy,  perhaps  the  two  most  important 
contributions  of  the  year  to  this  subject  have  been  those  of 
Mr.  John  Taylor,  who  chose  it  as  his  subject  for  the  Ingleby 
Lectures,  which  have  appeared  in  full  in  our  Journal,  and 
the  papers  by  Professor  Bouilly,  with  an  analysis  of  fifty 
personal  observations,  contributed  to  the  journal.  La 
Gyn^cologie.  It  is  noteworthy  that  if  we  take  the  entire 
number  of  cases  recorded  by  these  three  authorities,  under 
all  circumstances,  propitious  or  otherwise,  making  a  total  of 
one  hundred  and  ten,  there  have  been  but  six  deaths — ^surely 
a  splendid  triumph  for  our  art !  Of  these  six  deaths,  it  is 
noteworthy  that  three  occurred  where  the  abdomen  was  full 
of  blood,  the  patients  dying  from  embolism  and  the  con- 
sequences of  collapse ;  a  fourth  died  of  septicaemia,  the 
result  of  foetal  decomposition,  and  two  others  from  septic 
peritonitis,  the  consequence,  apparently,  of  the  debris  of 
coagula,  which  became  septic.  Four  of  these  deaths 
occurred  in  the  fifty  cases  reported  by  Professor  Bouilly, 
and  two  in  the  sixty  cases  recorded  by  Mr.  Mayo  Robson 
and  Mr.  John  Taylor. 

Doyen,  following  up  his  new  method  of  performing  ab- 
dominal hysterectomy,  securing  haeixiostasis  and  the  control 
of  the  broad  ligaments  without  the  aid  of  clamps,  brought 
before  the   Surgical   Congress    of    Berlin   the   use  of    his 


530  The  British  Gynecological  Society 

powerful  lever  forceps  in  vaginal  hysterectomy,  by  means 
of  which  the  cellular  tunic  of  the  arteries  is  united  under 
a  pressure  of  from  400  to  1,200  kilogrammes.  This  instru- 
ment, firmly  closed  for  thirty  seconds  on  each  broad 
ligament,  allows  the  operator  to  cut  between  it  and  the 
uterus,  after  which  the  forceps  can  be  removed  without  any 
risk  of  haemorrhage.  The  fundus  of  the  uterus  being  drawn 
down,  the  attachments  of  the  adnexa  and  the  pedicles  of  the 
ovaries  are  treated  in  the  same  manner,  only  a  few  fine 
ligatures  being  used  to  check  the  venous  haemorrhage. 
Doyen  states  that  in  a  great  number  of  laparotomies,  and 
sixty  vaginal  hysterectomies,  he  has  used  this  instrument, 
and  has  never  had  a  case  of  secondary  haemorrhage.  By 
the  kindness  of  Dr.  Doyen  I  show  you  the  appliance  (see 
plate).! 

Such,  gentlemen,  are  a  few  of  the  Hnes  on  which  advance 
in  our  department  has  progressed  during  the  past  year. 
They  are  but  a  small  proportion  of  the  suggestions  and 
successes  recorded  by  a  legion  of  distinguished  gynaeco- 
logists working  in  all  countries. 

May  I  now  state  how  I  have  personally  been  influenced 
by  my  own  experience  during  the  same  period.  This  may 
well  include  the  impressions  exerted  upon  me  by  a  month's 
visit  to  the  Klinik  of  Professor  Schauta  in  the  Krankenhaus 
in  Vienna,  and  by  some  private  operations  by  him  at  the 
magnificent  and  thoroughly  equipped  sanatorium  of  Dr. 
Lowe. 

Firstly,  I  may  venture  a  few  remarks  on  the  preparation 
of  the  patient,  and  some  aseptic  details  generally.  I  may 
premise  that  I  am  more  than  ever  convinced  of  the  absolute 
need  for  the  strictest  observation  of  all  the  minute  details 
of  aseptic  surgery.  This  term  of  course  embraces  such 
antiseptic   aids  as  are  essential  and   indispensable   in  the 


^  See  Revue  de  Therapeutique  (December  i  and  15, 1898)  and  Revue 
de  Gynicologie  et  de  Chirurgie  Abdominale  (October  10^  1898),  for  full 
description  and  mode  of  application  of  the  instrument. 


Same,  opes  as  a  for 


1 1.« MOsTATic  Lever  Ciamt 


A— Toothed  end  of  levet  for  catching  in  notch  of  the  bar  B. 

The  erochil  E  having  been  freed  by  the  thumb,  the  lever  is  raised,  and  this 

latter  is  now  ready  for  Ihe  pressure  action  exerted  by  bringinf;  il  down 

and  closing  the  teeth  of  the  blades  on  the  tissue. 
B — Rigid  notched  bar  on  which  the  level  C  A  makes  its  point  iPap/nii. 
E— Small  crocket  for  fixing  C  A  to  D. 
C — Thumb  ring. 


Presidential  Address  531 


carrying  out  of  asepsis.  I  have  grown  to  be  more  searching 
in  my  personal  precautions,  more  exacting  in  the  stringent 
regulations  I  impose  on  all  who  assist  me  in  an  operation. 
I  have  realised  that  perfection  in  the  methods  can  only  be 
obtained  by  the  closest  criticism  of  one's  own  personal 
precautionary  measures,  and  the  application  of  the  same 
stringent  rules  to  others.  Allow  me  to  cite  a  few  common 
sources  of  danger.  Final  preparation  of  the  arms  and 
hands  before  the  ordinary  wearing  apparel  is  covered  by  a 
clean  overall ;  incomplete  disinfection  of  the  arms  well 
above  the  elbows  ;  the  presence  of  finger  nails  ;  the  short 
time  spent  over  the  sterilisation  of  the  patient's  abdomen, 
and  particularly  the  umbilical  depression  ;  the  preparation 
of  the  vagina.  Let  me,  in  consequence  of  a  recent  discus- 
sion at  this  Society,  make  a  few  observations  on  this  simple 
matter.  The  patient  is  brought  into  the  usual  hysterectomy 
position,  well  to  the  edge  of  the  table.  The  hair  of  the 
entire  genitals  has  been  previously  shaved  off.  The  abdo- 
men and  the  flexures  of  the  groins  have  been  sterilised ; 
the  fingers,  with  some  sponge  material  well  soaked,  are  now 
introduced  into  the  vaginal  canal,  which  is  subjected  to  a 
good  lather,  and,  the  perinaeum  being  well  depressed,  this 
process  is  repeated  several  times,  while  the  nurse,  standing 
at  the  side,  keeps  up  a  stream  of  sterilised  water  from  a 
douche  and  pipette  on  the  parts  from  time  to  time.  Finally, 
the  entire  vagina  is  subjected  to  a  douche  of  i  in  3,000  of 
mercuric  perchloride.  It  is  important  to  secure  the  thorough 
sterilisation  of  the  external  parts  before  the  vagina  is  thus 
attacked.  For  sponging  and  compression  with  sterilised 
gauze  and  tampons,  I  have  abandoned  the  use  of  any 
holder  save  an  extremely  light  and  long  clamp  forceps, 
which  can  be  rapidly  opened  and  closed  on  the  tampons, 
and  these  latter,  with  the  sponges,  I  have  drawn  out  at  the 
time  and  cut  in  the  manner  you  see  from  tin  boxes  similar 
to  those  used  for  hairdressers'  wool,  according  as  I  require 
them,  in  three  sizes.  These  boxes  are  thoroughly  disinfected 
before  operation,  and  the  sterilised  bandages,  unfolded,  are 
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then  placed  in  them.  Sterilised  iodoform  gauze,  unrolled 
straight  from  the  bandage,  for  tamponning  the  vagina*  is 
similarly  used.  It  may  appear  unnecessary  to  even  hint  at 
a  precaution  which  everyone  is  supposed  to  take  with  regard 
to  catheterisation  of  the  bladder  after  operation,  when  such 
a  step  is  necessary.  Still,  it  is  remarkable  how  much  laxity 
still  appertains  in  this  matter.  Sterilised  glass  catheters 
should  be  kept  in  perchloride  solution,  and  two  be  used  for 
each  patient,  one  to  be  sterilised  and  kept  ready  to  replace 
the  other  when  required.  Many  a  case  of  cystitis  would  be 
avoided  if  this  precaution  were  taken,  and  early  and  gentle 
washing  out  of  the  bladder  practised  when  the  condition  of 
the  urine  indicated  this  step. 

We  are  constantly  hearing  of  the  importance  of  rapidity 
of  operation,  both  abdominal  and  vaginal.  Personally,  if 
there  be  one  thing  more  than  another  that  I  am  convinced 
of,  it  is  this,  that  it  is  perfection  of  detail,  and  not  rapidity 
of  execution,  that  all,  and  especially  young  operators,  should 
aim  at.  Doubtless  there  are  parts  of  every  operation  which 
should  be  done  as  expeditiously  as  is  possible,  consistently 
with  accuracy  and  neatness,  and  every  appliance  which 
helps  us  in  this  direction  is  to  be  welcomed.  In  this 
respect,  possibly  as  much  depends  upon  the  assistant  who 
supervises  the  instruments  as  upon  the  operator,  but  I  am 
certain  that  on  the  cautious  protection  of  bowel  throughout 
an  operation,  on  the  perfect  adaptation  of  peritoneal  surfaces 
and  edges,  on  the  complete  and  certain  stasis  by  ligature  of 
every  bleeding  vessel  and  point,  no  matter  how  fine,  on  the 
cleanliness  of  exposed  parts  and  surfaces  before  final 
closure  of  the  wound,  the  safety  and  ultimate  perfect 
recovery  of  the  woman  depend,  rather  than  upon  rapidity 
of  manipulation  on  the  part  of  an  operator. 

I  have  recently  operated  under  the  following  conditions, 
which  1  shall  but  briefly  enumerate,  as  I  hope  to  refer 
to  the  cases  on  a  future  occasion.    A  woman  was  confined 


^  All  such  sterilised  bandages  can  now  be  had  in  hennetically  sealed 
boxes  ready  for  use. 


Presidential  Address  533 


five  weeks  before  I  saw  her  in  consultation.  The  delivery 
was  followed  within  forty-eight  hours  by  an  elevation 
of  temperature,  and  it  was  noticed  that  the  abdomen 
was  swollen,  and  appeared  to  contain  fluid.  The  tem- 
perature remained  erratic,  and  varying  in  a  range  between 
102°  and  105**  until  I  saw  her,  when  she  was  undoubtedly 
very  ill.  I  confirmed  the  view  that  we  had  to  deal  with 
a  fairly  large  ovarian  cyst  which  had  probably  suppurated, 
and  that  immediate  operation  was  called  for.  Accordingly, 
within  forty-eight  hours  I  operated.  Dr.  Allen,  of  Stanmore, 
assisting  me.  The  cyst  wall  was  greatly  thickened,  closely 
adherent  to  the  entire  parietal  peritoneum,  which  had 
literally  to  be  peeled  off  at  both  sides,  after  the  cyst  had 
been  tapped  and  syphoned  of  pus.  Most  difficult  was  the 
approach  to  a  very  broad  pedicle,  adhesions  having  been 
formed  between  the  rectum  at  the  left  side,  and  the  sac 
and  an  elongated  and  greatly  enlarged  Fallopian  tube. 
The  pedicle,  however,  was  secured  in  three  portions,  and 
then  came  the  most  difficult  part  of  the  operation.  The 
sac  was  firmly  adherent  posteriorly  all  over  its  surface 
to  the  bowel ;  the  colon  and  meso-colon  were  plastered  to 
it  above,  with  the  omentum,  requiring  the  greatest  care  in 
separation,  and  causing  considerable  difficulty  in  the  arrest 
of  bleeding.  However,  finally  the  sac  was  removed  in  its 
entirety,  all  bleeding  was  arrested,  the  abdominal  and  pelvic 
cavities  were  left  perfectly  clean,  and  an  operation,  which 
lasted  two  hours  and  a  half,  was  completed.  The  anaesthetic 
was  ether ;  the  patient  suffered  from  no  shock,  and  has 
made  a  good  recovery.  The  bowel  was  protected  all 
through  as  carefully  as  possible  by  small  napkins  of  flan- 
nelette wrung  out  of  warm  sterilised  water. 

Quite  recently  I  had  an  abdominal  hysterectomy  for 
a  medium-sized  fibroma,  in  which  the  left  broad  ligament 
was  invaded  by  the  growth.  The  patient  was  excep- 
tionally fat,  and  though  the  delivery  of  the  tumour  was 
rapid,  I  met  with  extreme  difficulty  in  carrying  out  haemo- 
stasis,  which  was,  however,  in   the   end   most  completely 
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secured,  though  the  operation  occupied  a  period  of  over 
two  hours.  There  was  no  shock,  and  there  was  a  rapid 
recovery.  I  believe  that  if  there  be  shock,  directly  resulting 
from  an  operation  conducted  under  profound  anaesthesia, 
it  is  much  more  likely  to  follow  upon  rough  manipulation, 
injury  to  vital  parts,  unnecessary  dragging  and  possible 
laceration  of  sensitive  structures,  than  upon  a  necessarily 
increised  duration  of  the  operation.  More  recently  still  I 
operated  by  vaginal  hysterectomy  on  a  case  of  old  and 
extreme  procidentia,  in  which  the  bladder  contained  in 
the  tumour  had  to  be  freed  from  firm  adhesions,  which 
reached  to  within  half  an  inch  of  the  margin  of  the  os 
uteri.  There  was  a  large  retroverted  uterus.  The  opera- 
tion was  very  prolonged,  and  there  was  subsequent 
shock ;  but  here  haste  would  have  been  disastrous — in  all 
probability  involving  me  in  trouble  with  the  bladder  or 
ureters. 

As  to  the  material  which  I  use  for  ligatures  and  sutures, 
I  have  had  the  most  complete  satisfaction  for  the  last  three 
years  in  all  cases  in  which  I  have  used  it,  with  gut  pre- 
pared after  the  method  adopted  by  Martin  of  Berlin,  Silk 
I  now  sterilise  by  Howard  Kelly's  method.  This  gut  is 
perfectly  pliable,  is  strong  enough  for  any  purpose,  and 
has  no  liability  to  slip.  I  adhere  with  perfect  confidence 
to  the  triple  suture  for  closure  of  the  abdominal  wound, 
fine  silk  for  the  peritoneum,  stronger  for  the  well-adapted 
muscle  and  fascia,  and  silk-worm  gut  for  the  skin. 

Hitherto  I  have  had  but  one  solitary  experience  of 
ventral  hernia.  This  occurred  in  a  patient  mentally 
affected  and  who  twice  did  all  in  her  power  to  force  open 
the  abdominal  wound,  both  before  and  after  the  sutures 
were  removed.  When  I  last  saw  her  the  protrusion  was 
quite  cured,  after  a  dissection  out  of  the  entire  cicatrix  and 
re-adjustment  of  the  layers. 

If  I  presume  to  say  what  my  personal  feeling  is  with 
regard  to  a  few  disputed  points  connected  with  operative 
gynaecology,  I  do  so  from  no  egotistical  desire  to  parade 
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my  own  views.  1  may  alter  my  present  convictions,  but 
those  which  I  now  feel  are  the  result,  not  only  of  my  own 
experience,  but  the  work  which  I  have  seen  done  by  such 
advocates  of  different  methods  as  Doyen,  Hartmann,  the 
Landaus,  Olshausen  and  Winter,  Martin,  Schauta,  and 
others.  In  all  cases  where  there  is  doubt  as  to  the  feasi- 
bility of  removal  of  the  adnexa  through  adhesions,  tumours, 
or  collections  of  pus,  by  the  vagina,  laparotomy  is  the  safest 
and  most  expeditious  mode  of  operation.  The  same  rule 
applies  to  myomata  of  a  certain  size,  and  to  myoma  com- 
plicating cancer  of  the  uterus.  Laparotomy  still  remains 
the  safest  and  most  classical  method  of  dealing  with  ovarian 
cystoma.  In  small  adnexal  tumours,  colpotomy,  anterior 
or  posterior,  according  to  their  situation,' is  the  most  direct, 
as  well  as  the  safest  means  of  operative  diagnosis.  For  all 
cases  of  small  adnexal  tumours,  vaginal  coeliotomy  is  both 
anatomically  and  clinically  the  route  which  should  be 
followed,  and  the  same  remark  applies  to  movable  and 
small  myomata  and  ovarian  dermoids.  In  certain  cases  in 
which  unexpected  or  insuperable  obstacles  are  met  with  in 
the  vaginal  method,  resort  should  be  had  to  the  combined 
operation.  Operation  by  ligature  is  the  most  satisfactory, 
as  it  is  the  safest  method  in  vaginal  hysterectomy.  While 
intra-peritoneal  hysterectomy,  leaving  the  cervical  stump, 
and  carefully  uniting  the  severed  peritoneum,  is  in  certain 
cases  an  admirable  operation,  it  is  not  as  complete  nor  as 
classical  a  step  as  total  hysterectomy.  This  latter  operation 
should  be  completed  by  careful  adaptation  of  the  peritoneal 
flaps,  covering  of  the  ovaries  with  the  peritoneum,  and 
shutting  out  of  the  vaginal  canal  by  suturing  the  peritoneum 
anteriorly  and  posteriorly  to  the  cut  vaginal  edges,  followed 
by  their  adaptation.  Only  in  exceptional  cases,  such  as 
those  complicated  by  adnexal  tumours  with  fluid  contents, 
need  vaginal  drainage  be  resorted  to.  The  classical  opera- 
tion for  a  large  double  pyo-salpinx  is  laparotomy,  with 
ablation  of  the  diseased  sacs,  and  total  hysterectomy,  com- 
pleted, as  I  have  just  said,  by  vaginal  drainage  by  iodoform 
gauze. 
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A  few  words  descriptive  of  the  work  I  saw  in  Professor 
Schauta's  Klinik  this  year  in  Vienna  may  interest  the 
Fellows.  Besides  various  minor  operations,  plastic  and 
other,  there  were  twelve  vaginal  hystero-oophorectomies, 
one  for  myoma  with  adnexal  tumour,  one  for  double  pyo- 
salpinx,  six  for  various  adnexal  tumours,  one  for  tubed 
gestation  and  haematocele,  two  for  malignant  conditions 
of  the  endometrium,  one  for  chronic  metritis  with  dermoid 
tumour  of  the  ovary,  three  operations  for  abdominal  total 
hysterectomy,  two  for  simple  myoma,  and  one  for  myoma 
and  malignant  disease ;  two  operations  of  abdominal 
salpingo-oophorectomy,  both  for  tubal  gestation,  with 
rupture  and  haematocele ;  two  ovariotomies,  one  abdominal, 
the  other  vaginal, '  both  for  cystoma,  and  one  abandoned 
laparotomy  for  tumour  of  the  adnexa  and  peritoneal 
adhesions. 

I  followed  for  several  days  the  course  of  all  these  cases. 
Without  exception,  they  all  did  well,  and  I  have  since 
heard  from  Dr.  Schmit  the  final  result,  which  has  been 
recovery  in  every  instance.  One  of  the  cases  of  abdominal 
total  hysterectomy  was  interesting,  as  occurring  in  a  patient 
aged  73,  in  whom  the  myoma  was  complicated  with  malig- 
nant disease  of  the  uterus.  In  another,  bi-lateral  pyo- 
salpinx  occurred  as  a  complication  of  haematocele,  the 
consequence  of  an  extra-uterine  foetation.  Here  the 
fimbriae  were  spread  out  in  characteristic  fashion  over 
the  interior  of  the  sac.  In  a  third  case,  an  extra-uterine 
foetation  had  been  o{)erated  on  two  years  previously,  and 
a  portion  of  the  adnexa  had  been  left.  The  operation  was 
most  difficult,  in  consequence  of  firm  and  extensive 
adhesions.  It  will  be  noticed  that  of  twenty  major  opera- 
tions, thirteen  were  performed  per  vaginam^  and  Professor 
Schauta  is  emphatic  as  to  his  preference  for  this  route  over 
the  abdominal  one  whenever  it  is  feasible  to  adopt  it.  It 
is  more  difficult,  he  says,  but  it  is  the  most  natural  and  the 
safest  for  the  patient.  I  saw  him  remove  a  fair-sized 
ovarian  cyst  by  the  vagina,  performing  anterior  colpotomy, 
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tapping  the  cyst,  withdrawing  the  sac,  subsequently  stitching 
the  parietal  peritoneum  to  the  uterine  peritoneum,  and  the 
vaginal  wall  to  the  uterus.     One  case  of  large   bi-lateral 
pyo-salpinx  was  operated  on  by  posterior  colpotomy,  the 
cceliotortiy  being  rendered  extremely  difficult  through  the 
adhesions.    The  time  occupied  in  performing  the  vaginal 
hysterectomy   varied.      One    I    saw   completed    in    about 
twenty  minutes,  while  the  more  difficult  ones  occupied  over 
an   hour,  and  on   one  or  two  occasions   an   hour  and  a 
half,   and   even    more.       [The   anaesthetic  employed    is  a 
mixture  of  chloroform  i  part,  aether  petrolei  i  part,  aether 
sulph.  2  parts.]    Professor  Schauta  uses  no  clamps.     Having 
made  the  usual  incision,  he  opens  the  anterior  peritoneum, 
ligatures  the   uterine  vessels  at   either  side,  and  frees  the 
cervix  completely,  sometimes  dividing  it,   or  occasionally 
removing  it    altogether.     The    adnexal    vessels    are    next 
ligatured  at  one  side,  and'  if  the  adnexa  be  removed  they 
are  brought   through   the   posterior  opening.     This  is  re- 
peated at  the  other  side.    Occasionally,  if  there  be  diffi- 
culty, the   fundus   is   divided   so   as  to  permit    of    either 
half  being  grasped,  thus  allowing  of  greater  freedom  of 
manipulation,  as  well  as   increase   of  room.     Silk   is  the 
material  used  altogether,  both  for  ligature  and  suture.     I 
should  mention  that  as  soon  as  the  peritoneum  has  been 
opened,  its  edge  is  carefully  stitched  to  the  vaginal  wall  in 
front.     Subsequently,  the  posterior  section  is  treated  in  a 
similar  manner.     A  roll   of  sterilised   iodoform  gauze   of 
some  twenty  to  twenty-four  inches  is  passed  up  through 
the  peritoneal  opening,  and  tied  with  a  string  to  distinguish 
it  before  it  is  severed,  and  then  the  vagina  is  loosely  packed 
with  more  iodoform  gauze.     The  vaginal  sutures  are  left 
long,  and  are  removed  in  about  three  weeks.     This  is  very 
easily  done.     The  internal  strip  of  gauze  is  not  removed 
for  eight  or  ten  days.     Only  on   one   occasion,  after  any 
of  these  vaginal  operations,  did  I  see  a  clamp  remain  for 
security's  sake,  in  a  difficult  case  of  haemostasis.    Abdominal 
hysterectomy  is  not  performed  by  Doyen's  method.    The 
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tumour  is  delivered,  severed  and  freed  by  ligature  and 
section  at  either  side  from  above  down.  The  vagina  is 
then  opened,  and  the  cervix  is  freed  ;  most  accurate  adapta- 
tion of  all  peritoneal  edges  is  obtained,  cut  and  exposed 
surfaces  of  the  adnexa  are  covered  carefully,  iodoform  is 
passed  from  above  down  into  the  vagina,  and  the  perito- 
neum, with  the  vaginal  opening,  is  closed. 

If  there  be  any  associated  purulent  condition  of  the 
adnexa  an    iodoform   drain   is  pushed    through   into  the 
vagina  as  usual.     Speaking  generally  of  his  operations,  I 
may  say  that  they  are  performed  under  the  strictest  aseptic 
precautions ;  that  there  is  no  'evidence  of  haste,  but  from 
first  to  last  the  most  cautious  and  deliberate  manipulation 
to    secure    the    most    complete    haemostasis    and    perfect 
cleanliness  of  all  the  parts  exposed  during  operation.     The 
toilette  of  the  abdomen   is  secured   by  triple  suture,  and 
the    patient    is    laid    on   a  portable   couch,   on   which   is 
spread  ready  the  waterproof  sheeting,  an  outer  swathe  and 
an  inner  one  of  domette  to  make  the  tail  bandage.    Thus 
she  is  dressed  with  the  least  disturbance  before  being  rolled 
into  the  ward.     I  have  here  a  few  appliances  of  Professor 
Schauta's,  which   are   interesting.      His   needle  holder  for 
vaginal  hysterectomy,  curved,  as  you  see,  in  the  handle, 
which  makes  it  more  convenient  than  the  straight  instru- 
ment for  carrying  the   needle   laterally,   and  his   ligature 
tightener,  which  enables  the  surgeon  to  tighten  effectually 
a  ligature   placed  on  a  deep-seated  or  inaccessible  vessel. 
As  a  rule   he  uses   Deschamp's  needles  for  carrying  the 
lateral  ligatures,  but  for  the  control  of  special  vessels  and 
sutures  he  employs  this  holder. 

I  would  wish,  had  there  been  time  at  my  disposal,  to  say 
a  word  of  the  arrangements  at  the  magnificent  sanatoria  of 
Lowe  and  Furch.  In  the  former  especially,  the  suites  of 
operating  theatres,  with  their  adjacent  rooms  for  anaestheti- 
sation  and  washing  purposes,  as  well  as  dressing-rooms  for 
the  surgeons  and  assistants,  make  one  envious  of  the 
splendid  facilities  which  a  Vienna  surgeon  has  for  operating 
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in  private.  No  conceivable  want  is  here  left  unfulfilled,  and 
under  an  able  directorate  and  staff,  the  patients  are  secured 
the  very  best  attention. 

Gentlemen,  may  I  conclude  this  very  imperfect  summary 
of  some  of  the  lessons  learned  during  the  past  year,  and  the 
reflections  they  have  given  rise  to,  by  the  expression  of  the 
hope  that  during  our  debates  and  discussions  throughout 
the  coming  Session,  the  tone  and  character  of  our  proceed- 
ings may  be  stamped  by  the  recognition  of  our  high  aims 
and  aspirations.  A  Society,  like  an  individual,  to  be 
accounted  worthy  must  be  incited  by  ambition,  and  that  is 
a  poqr  ambition  which  sits  down  to  follow  afar  off  the  lead 
of  others  who  struggle  in  the  same  direction.  Gynaecology, 
doubtless,  is  one  of  the  younger  handmaidens  of  medicine, 
yet  so  rapid  has  been  her  growth  that  she  has  outstripped  in 
the  importance  of  her  discoveries  and  her  art  many  of  her 
older  sisters  in  the  race  of  advance.  Let  it  be  our  justifiable 
boast  that  in  our  Transactions  will  be  found  work  that 
entitles  us  to  a  foremost  place  amongst  the  many  medical 
and  scientific  Societies  labouring  ever  unselfishly  in  the 
cause  of  progress  and  humanity. 

Dr.  R.  D.  PuREFOY  proposed  that  the  best  thanks  of  the 
Society  be  given  to  the  President  for  his  interesting  address, 
and  that  he  be  requested  to  allow  it  to  be  printed  in  the 
Society's  Transactions.  The  President  had  dealt  exhaus- 
tively, clearly,  and  convincingly  with  his  subject. 

Dr.  Clement  Godson  seconded  the  motion.  He  said 
that  the  address  would  appear  in  the  Transactions,  not 
simply  as  a  matter  of  compliment,  but  on  the  ground  of 
intrinsic  merit.  He  was  very  gratified  to  learn  that  Dr. 
Macnaughton-Jones  had  been  elected  for  a  second  year ; 
he  felt  it  to  be  a  compliment  to  himself,  since  he  was 
hitherto  the  only  one  who  had  been  honoured  by  two 
years  in  the  chair.  He  felt  sure  that  they  would  find 
Dr.  Macnaughton-Jones'  second  year  as  successful  as  the 
first. 

The  motion  was  carried  with  acclamation. 

The  President  briefly  acknowledged  the  compliment. 
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The  meeting  being  terminated,  a  conversazione  followed, 
at  the  kind  invitation  of  the  President.  Mr.  Mel  B.  Spurr, 
of  the  Egyptian  Hall,  delighted  the  large  audience  with 
some  of  his  characteristic  recitations  and  musical  sketches  ; 
whilst  a  selection  of  songs  and  duets  by  the  Misses  and  Mr. 
Isidor  de  Solla  was  highly  appreciated. 

The  President  exhibited  some  new  and  interesting  gynae- 
cological instruments  and  appliances. 

Refreshments  were  served  in  the  Council  Room.  And 
so  with  an  interesting  meeting  and  social  intercourse  the 
Session  of  1899  was  very  successfully  inaugurated. 
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ORIGINAL  COMMUNICATIONS. 

On  Vaginal  Hysterectomy  for  Malignant  Disease 
OF  the  Uterus,  with  one  Hundred  and  Seven 
Cases. 

By  Frederic  Bowreman  Jessett,  F.R.C.S. 

Surgeon  to  the  Cancer  Hospital^  Brompton^  and  the  Gordon  Hospital 

for  Fistula, 

In  submitting  to  the  notice  of  the  profession  the  result 
of  seven  years'  operations  of  vaginal  hysterectomy  for  cancer 
of  the  uterus,  I  venture  to  hope  that  the  results  obtained 
may  be  such  as  to  encourage  other  surgeons  to  bring 
forward  their  experience  in  this  operation,  and  also  to 
impress  upon  practitioners jn  general  the  great  importance 
of  forming  an  early  diagnosis,  as  there  is  no  disease  from 
which  women  suffer  that  is  to  be  compared  in  its  disastrous 
consequences  with  that  of  carcinoma  of  the  uterus,  and 
yet  how  rarely  is  the  disease  recognised  in  its  early  stage, 
and,  indeed,  in  the  earlier  stage  of  the  disease  the  difficulties 
of  diagnosing  for  certain,  whether  we  have  to  deal  with  a 
case  of  malignant  disease  or  not,  are  very  great. 

In  the  compass  of  this  paper  it  would  be  impossible  to 
go  into  all  the  details  of  accurate  diagnosis  ;  but  I  would 
venture  to  impress  upon  all  who  may  be  consulted  by 
women,  especially  about  the  menopause,  suffering  from 
vaginal  discharge,  haemorrhage,  or  pain,  the  absolute 
necessity  of  insisting  upon  making  a  thorough  vaginal 
examination. 

If  this  were  always  carried  out,  many  cases  would  be 
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detected  sufficiently  early  to  enable  the  surgeon  to  operate 
for  the  removal  of  the  diseased  organ,  and  often  the  patient 
may  by  this  means  be  freed  from  the  disease,  as  in  my 
opinion  malignant  disease  of  the  uterus  is  in  the  first 
instance  a  purely  local  affection,  and  it  is  not  until  it 
has  advanced  and  invaded  the  cellular  tissues  around,  that 
the  lymphatic  system  is  infected. 

The  danger  of  the  operation  is  comparatively  small,  as 
will  be  seen  by  the  list  of  cases  on  which  1  have  operated 
and  which  is  appended ;  by  it  you  will  see  that  the 
mortality  is  less  than  8  per  cent.,  and  if  only  the  very 
favourable  cases  were  operated  on  the  mortality  may  be 
almost  reduced  to  nil. 

The  question  of  operation  is  an  important  one,  f^.,  to 
differentiate  between  those  cases  which  are  suitable  for 
operation  from  those  which  are  not.  Now  it  has  been 
my  practice  to  be  guided  chiefly  by  the  mobility  of  the 
uterus ;  if  it  is  freely  movable,  no  matter  if  the  vaginal 
walls  are  somewhat  encroached  upon  or  not,  I  advise  an 
operation.  But  if  the  uterus  is  fixed,  or  the  broad  liga- 
ments much  invaded,  then  I  consider  operative  procedure 
should  be  negatived. 

This  practice  is  guided  pretty  much  on  the  same  lines 
as  cancer  of  the  tongue.  If  the  tongue  is  the  seat  of  the 
disease,  and  it  is  confined  to  the  tongue  itself,  what  surgeon 
would  refuse  to  remove  the  organ,  notwithstanding  that  the 
glands  in  the  neck  were  affected;  and  further  many  surgeons 
would  advise  operation  even  if  the  floor  of  the  mouth  is 
involved,  as  it  is  a  well-authenticated  fact  that  after  removal 
of  the  tongue  the  disease  rarely  returns  in  the  stump, 
although  recurrence  may  and  often  does  take  place  in  the 
sub-maxillary  and  cervical  glands. 

One  reason  then  for  operating  in  these  cases  is,  that 
by  doing  so  the  patient  is  relieved  of  a  foul-smelling  and 
excessively  painful  organ,  and  although  life  may  not  be 
saved,  yet  it  is  undoubtedly  prolonged  and  the  patients  are 
spared  the  agonising  pain    of    the   local   disease  for  the 
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remainder  of  their  life.  I  contend  that  the  same  rule  that 
guides  the  surgeon  in  the  treatment  of  cancer  of  the  tongue 
should  hold  good  in  cancer  of  the  uterus. 

From  examination  of  a  large  number  of  post-mortem 
cases  of  cancer  of  the  uterus,  I  am  convinced  the  iliac 
glands  are  not  affected  until  much  later  in  the  disease  than 
is  generally  supposed,  and  I  am  pretty  well  sure  that  these 
glands  are  not  affected  so  long  as  the  disease  is  limited  to 
the  uterine  tissue  proper. 

As  to  the  different  methods  of  performing  the  opera- 
tion, surgeons  differ  somewhat,  some  using  the  ligature  to 
secure  the  broad  ligaments,  while  others  clamp  them  with 
pressure  forceps.  Personally,  I  nearly  always  adopt  the 
ligature,  but  the  results  of  the  operation  by  either  method 
are  much  the  same.  I  prefer  the  ligature,  as  the  patient 
suffers  less  pain  afterwards,  and  I  do  not  think  there  is 
so  much  fear  of  sloughing  as  after  the  use  of  the  forceps. 
In  some  cases  also  by  the  latter  method  dangerous  haemor- 
rhage has  occurred  on  removal  of  the  forceps.  This  I  have 
never  known  follow  the  ligature. 

The  technique  of  the  operation  varies  very  slightly 
whether  the  forceps  or  ligature  are  used  ;  the  chief  points 
appear  to  be  the  opening  freely  the  peritoneum  in  Douglas' 
pouch  and  the  anterior  cul-de-sac,  securing  the  uterine 
arteries  on  either  side,  and  then  by  antiverting  or  retrovert- 
ing  the  fundus  to  secure  the  ovarian  arteries  and  remove 
the  organ. 

The  final  step  is  of  the  utmost  importance  I  consider ; 
namely,  the  catching  the  peritoneum  covering  the  bladder 
and  that  covering  the  rectum  and  pulling  it  well  down  so 
that  when  the  vagina  is  packed  the  two  opposing  coverings 
of  peritoneum  are  brought  into  accurate  apposition,  thus 
cutting  off  the  peritoneal  cavity  from  the  vagina  and  wound. 

The  after  treatment  also  is  to  be  guided  by  complete 
rest,  and  the  dressing  in  the  vagina  should  not  be  disturbed 
for  at  least  four  days,  so  as  to  give  time  for  the  peritoneum 
to  become  firmly  agglutinated  and  healed. 
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The  bowels  should  be  opened  on  the  second  day  by 
a  good  brisk  purge  of  calomel  or  some  saline  aperient,  and 
an  enema. 

The  shock  after  the  operation  is  very  slight,  and  indeed, 
in  some  prolonged  cases,  such  as  those  in  which  perhaps 
fibroids,  ovarian  cysts,  or  dilated  tubes  are  associated  with 
the  disease,  it  is  extraordinary  what  little  shock  there  is. 
I   had  the  privilege  a  few  weeks  ago  of  seeing  Professor 
Doyen  perform  vaginal  hysterectomy.      It  was  a  case  of 
suspected  pyo-salpinx.     There  was   nothing  particular  in 
the  operation,  only  his  method  of  controUing  the  haemor- 
rhage from  the  uterine  vessels  by  compression  with  a  large 
heavy  pair  of  forceps,  by  which  he  exercised  a  pressure  of 
400  lbs.,  thus  so  crushing  the  arteries  that  haemorrhage 
from  them  was  stopped.     He  adopts  a  method  of  cutting 
open  the  anterior  wall  of  the  uterus  when  pulling  down 
the  fundus.     I  hardly  think,  however,  this  method  would 
be  of  much  avail  if  interstitial  fibroids  existed,  as  they  so 
often  do ;  and  in  an  ordinary  case  in  which  the  uterus  can 
readily  be  drawn  down,  as  the  case  I  witnessed,  I  was  not 
impressed  that  the  cutting  open  of  the  uterus  at  all  facili- 
tated the  operation.     In   deciding  then   whether  I    would 
perform  vaginal  hysterectomy  or   not  in   any  given   case 
I  am  guided  by  the  following  rules,  viz. : — 

(i)  If  on  examination  of  a  patient  suffering  with  a 
discharge  from  the  uterine  cavity  in  a  woman  at  or  past 
the  menopause,  which  discharge  is  coloured  and  ofifensive, 
and  the  introduction  of  the  sound  causes  bleeding,  I  should 
feel  pretty  certain  I  had  to  deal  with  a  case  of  carcinoma 
of  the  body  of  the  uterus  and  should  advise  operation. 
Should  any  doubt,  however,  exist,  I  would  dilate  the  cervical 
canal  and  curette  the  cavity  and  have  the  dibris  examined 
microscopically.  If  the  report  of  the  pathologist  be  un- 
favourable, at  once  urge  operative  measures  for  the  removal 
of  the  entire  organ. 

(2)  If  the  disease  has  commenced  in  the  cervical  canal 
or  external  os,  even  if  the  vagina  walls  are  somewhat  in- 
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vaded,  so  long  as  the  uterus  itself  is  not  fixed,  or  the  broad 
ligament  invaded,  I  should  not  hesitate  to  advise  operation. 

Even  in  advanced  cases  so  long  as  the  uterus  is  movable 
I  am  convinced  that  much  relief  may  be  afforded  and  life 
prolonged  by  vaginal  hysterectomy.  To  my  mind  the 
surgeon  v^ho  will  limit  this  operation  only  to  those  cases  in 
which  he  can  pull  the  uterus  down  through  the  vulva  is 
not  doing  his  best  for  his  patient.  One  might  just  as 
reasonably  argue  that  because  a  carcinomatous  breast  is 
somewhat  fixed  and  the  axillary  glands  affected,  that  the 
surgeon  should  not  remove  it.  What  surgeon  would 
hesitate  to  operate  in  such  a  case  ? 

To  the  present  time  I  have  performed  107  vaginal 
hysterectomies  for  cancer  of  the  uterus  ;  9  died  from  the 
operation,  viz.  :  3  from  shock,  2  from  intestinal  obstruction 
and  4  from  peritonitis. 

Of  the  107  cases  before  you  : — 

4  were  operated  on  in  1892 


17    » 

„   „  1893 

22    „ 

„      „    1894 

16    „ 

„      „    1895 

18    „ 

„   „  1896 

18    „ 

„   „  1897 

12    „ 

„   „  1898 

Total,  107 

Of  the  4  cases  operated  on  in  1892,  i  is  known  to  be 
well  now ;  i  died  within  the  year  from  recurrence ;  i  had 
early  recurrence,  and  i  was  lost  sight  of. 

Of  the  17  cases  operated  on  in  1893,  i  died  from  septic 
peritonitis  ;  6  had  recurrence  and  died  within  a  year ;  of 
these  I  died  in  three  months  from  secondary  growth  in 
the  pylorus ;  i  died  nine  months  after  operation  from 
secondary  growth  in  the  intestines ;  there  was  no  local 
recurrence  in  either  case ;  3  cases  have  been  lost  sight 
of,  but  were  well  twelve  months  after  the  operation,  the 
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remaining  5  were  free  from  recurrence  when  last  seen  two 
and  three  years  after  operation. 

Of  the  22  cases  operated  on  in  1894,  5  had  early  recur- 
rence ;  3  died  from  operation,  viz. :  i  from  shock,  i  from 
intestinal  obstruction,  and  i  from  peritonitis ;  i  case  died 
twelve  months  after  from  other  causes,  no  local  recurrence ; 
4  were  lost  sight  of ;  3  were  well  when  last  seen,  nine  to 
fifteen  months  after  operation,  and  presumably  are  well 
now.  The  remaining  6  were  well  after  two  years,  and  as 
far  as  is  known  have  had  no  recurrence. 

Of  the  16  cases  operated  on  in  1895,  5  had  early  recur- 
rence, I  within  a  year,  2  within  two  years,  and  i  in  two 
years  and  a  half  ;  5  were  lost  sight  of.  The  remainder  were 
well  when  last  seen  ;  of  these  4  have  been  seen  or  reported 
on  quite  recently. 

Of  the  18  cases  operated  on  in  1896,  2  died  of  septic 
peritonitis,  4  had  early  recurrence ;  i  had  recurrence  within 
the  year,  i  died  within  the  year  from  secondary  glandular 
affection,  no  local  recurrence.  Two  were  lost  sighi  of  after 
leaving  hospital ;  the  remainder  were  free  from  recurrence 
when  last  seen  or  heard  of.  Four  of  these  I  have  heard  are 
free  from  recurrence  at  present  time. 

Of  the  18  cases  operated  on  in  1897,  2  died,  i  from 
intestinal  obstruction,  and  i  from  peritonitis.  In  3  there 
was  early  recurrence ;  i  had  secondary  deposits  in  the 
abdomen  ;  2  were  lost  sight  of  and  the  remainder  were 
free  from  recurrence  when  last  seen  quite  recently. 

Of  the  12  cases  operated  on  in  1898,  i  died ;  this  was 
a  case  of  combined  abdominal  and  vaginal  hysterectomy, 
the  carcinomatous  uterus  being  also  the  seat  of  several 
myomata ;  in  i  case  there  was  immediate  recurrence,  in 
2  the  disease  recurred  quite  early,  and  the  remainder, 
although  free  from  recurrence  at  present,  it  is  too  early  to 
make  any  comment  on. 

Two  of  the  total  number  of  cases  were  complicated  by 
the  presence  of  ovarian  cysts,  which  were  tapped  through 
the  vagina  and   removed.     Both    cases    recovered.     In   5 
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cases  myomata  were  present,  necessitating  in  four  instances 
the  performance  of  the  combined  abdominal  and  vaginal 
operation.  Two  of  these  died  from  shock.  Myomata  of 
smaller  size  were  present  in  several  other  cases ;  the  diseased 
organ  was  able  to  be  removed  per  vaginam  in  these. 

The  seat  of  disease  was  limited  to  the  bodv  of  the  uterus 
in  13  cases.  In  the  remainder,  the  disease  commenced  in 
the  cervical  canal,  or  external  os ;  in  many  of  these,  the 
mucous  membrane  of  the  vagina  was  more  or  less  invaded. 
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Free  from  recorrenoe. 

Lost  sight  of.    Well  when  last 

seen. 
No  recurrence  when  last  seen. 
Recurrence  in  six  months. 
Recurrence  in  one  year. 
Recurrence  in  a  few  months^ 
Recurrence.     Died  in    nine 

months. 
Well  when  last  seen  six  months 

ago. 
No  recurrence. 
Recurrence.      Died    in    six 

months. 
Died,     Septic  peritonitis. 
Secondary  deposit   in  intes- 
tines.    Died  nine  months 

later.    No  local  recurrence. 
No  recurrence. 
Recurrence  in  a  fiew  months. 
Secondary    depos.     pylorus. 

Died  three  months  later — 

two  years  after  operation. 

No  local  recurrence. 
No  recurrence. 
No  recurrence. 
No  recurrence. 
Well  when  last  seen. 
Recurrence  within  six  months. 
Free  from  recurrence. 
Free  from  recurrence  when 

last  seen. 
Lost  sight  of. 
No  load   recurrence.     Died 

six  months  after. 
No  recurrence. 
Died.    Intestinal  obstruction. 
Rapid  recurrence. 
Recurrence  wiihin  ax  months. 
Free  fiom  recurrence. 
Free  from  recurrence. 
Lost  sight  o£ 
Free  from  recurrence  when 

last  seen. 
Free    from    recurrence    two 

years  later. 
Farly  recurrence. 
Free  from  recurrence  when 

last  seen. 
Recurrence  in  five  months. 
Combined  operation.     Died 

shock. 
Well  when  last  seen. 
Died     Peritonitis. 
Lost  sight  of. 
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Remarks 


Rapid  recurrence. 

Lx>st  sight  of. 

No  recurrence  when  last  seen. 

Early  recurrence. 

Recurrence  in  one  year. 

Recurrence  in  very  short  time. 

Well  when  last  seen. 

Free  from  recurrence  at  pre- 
sent. 

Free  from  recurrence  at  pre- 
sent time. 

Recurrence  in  eighteen 
months. 

Early  recurrence. 

Quite  well  when  last  seen. 

Recurrence  two  and  a-half 
years  later. 

Early  recurrence. 

Early  recurrence. 

No  recurrence  two  years  after. 

No  recurrence  when  last  seen . 

Well  at  present  time. 

Combined  abdominal  and 
vaginal.     No  recurrence. 

Recurrence.  Died  six  months 
later. 

DUcL     Septic  peritonitis. 

Early  recurrence. 

No  recurrence  when  last  seen. 

Recurrence  in  twelve  months. 

Lost  sight  of. 

No  recurrence. 

Early  recurrence. 

Early  recurrence. 

Free  from  recurrence. 

Recurrence  in  glands.     No 

local  recurrence. 
Well  at  present  time. 
Well  at  present  time. 
Early  recurrence. 
Free  at  present  time. 
Free  when  last  seen. 

Died.    Septic  peritonitis. 

Lost  sight  of. 

Free  from  recurrence  at  pre- 
sent. 

Free  from  recurrence  at  pre- 
sent. 

Died.     Intestinal  obstruction. 

No  recurrence  when  seen  last. 

No  recurrence  when  seen  last. 

Early  recurrence. 
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No. 

Year 

Name 

Age 
59 

1 

Con- 
jditka 

Chil- 
dren 

I 

Disease                            Reoiaiks 

84 

1897 

E«  ji*    ... 

C.          ...    Free  from  recurrenoe. 

85 

t> 

o*    1  •  £«•  •  •  • 

39 

M. 

2 

C.          ...    Early  recoirence. 

86 

if 

f*  M*    ... 

47 

M. 

II 

C.          ...  '  Secondary  deposit  Iq  abdo- 
men. 

87 

>> 

K.  B. 

39 

M. 

3 

C.          ...    Well  when  last  seen. 

88 

«f 

A.  W.  ... 

63 

M. 

0 

C          ...    Free  from  recarrenoe  at  pre- 
sent. 

89 

>i 

J •   Jv»       ... 

48 

M. 

0 

Cc  Myo- 
ma 

Free  from  recurrence  at  pre- 
sent 

90 

9) 

£•  S« 

47 

M. 

3 

C.  c  Myo-    Combined     abdominal    and 

ma 

vaginal.  Free  frxxn  recur- 
rence.   Ventral  hernia. 

91 

tt 

C.  N.    ... 

43 

M. 

5 

C          ...    Died. 

92 

»l 

L.W.   ... 

50 

M. 

4 

C          ...    No  recurrence. 

93 

t» 

F.  K.    ... 

67 

M. 

5 

C.          ...  i  No  recurrence. 

94 

*l 

A.  B.     ... 

44 

M. 

2 

C. 

Early  recurrence. 

95 

It 

C.  M.    ... 

42 

M. 

9 

C. 

No  recurrence  at  present. 

96 

1898 

S.  F.     ... 

38 

S. 

•  «  ■ 

C  c  Myo- '  Died,    Combined  abdominal 
ma          j      and  vaginal. 

97 

91 

R.  H.   ... 

36 

M. 

5 

C.          ...  1  No  recurrence. 

98 

19 

C.  R.    ... 

42 

M. 

I 

C.  c.  Myo-   No  recurrence. 

99 

}> 

P.  B.     ... 

35 

M. 

5 

c. 

No  recurrence. 

100 

1) 

M.  L.    ... 

34 

M. 

3 

c. 

No  recurrence. 

lOI 

)f 

E.  G.    ... 

54 

M. 

I 

c. 

No  recurrence. 

102 

11 

A.  P.    ... 

39 

M. 

I 

c. 

No  recurrence. 

103 

}» 

E.  R.    ... 

57 

M. 

4 

CBody... 

No  recurrence. 

104 

11 

L.  P.     ... 

38 

M. 

2 

v^.               ... 

No  recurrence. 

los 

l> 

C.  B.     ... 

35 

M. 

5 

v..                 •«. 

No  recurrence. 

106 

»> 

A.  M.    ... 

56 

M. 

0 

c. 

Immediate  recurrence. 

107 

II 

C.  P.     ... 

57 

M. 

6 

c. 

Early  recurrence. 
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Saline  Irrigation  in  Abdominal  Operations.* 
By.  George  A.  Hawkins-Ambler,  F.R.C.S.Ed. 

Hon,  Surgeon  Samaritan  Hospital  for    Women^  Liverpool. 

Hot-water  irrigation,  so  frequently  practised  in  ab- 
dominal surgery,  has  not  the  well-defined  history  that 
most  improvements  in  technique  possess.  In  a  paper  read 
before  the  British  Gynaecological  Society  in  March,  1887,* 
Mr.  Lawson  Tait  claimed  that  he  had  completely  developed 
it  in  1876  ;  but  Keith  professed  to  have  used  it  ten  years 
earlier.  In  the  subsequent  discussion  it  was  asserted  that 
it  had  been  used  in  the  Soho  Hospital  for  Women  fifteen 
years  before,  while  it  was  also  attributed  to  American  sur- 
geons as  an  innovation  due  to  them.  There  is  little  doubt, 
however,  that  Mr.  Tait  was  at  least  the  first  to  formulate 
methods  of  using  this  adjunct  to  the  toilet  of  the  peri- 
toneum, not  only  as  part  of  the  toilet  but  as  a  serious  part 
of  the  operation  itself,  and  it  is  to  his  advocacy  that  we  owe 
its  extended  use. 

Hot-water  irrigation  is  used  very  largely  in  abdominal 
operations ;  it  is  used  for  all  sorts  of  reasons,  and  for  no 
reason  at  all — sometimes  on  intelligible  lines,  often  as  a 
mere  useless,  reasonless  routine.  It  occurred  to  me  that  it 
would  be  well  to  look  at  a  few  of  the  reasons  which  lead  to 
its  use  now,  and  inquire  whether  it  is  wise  or  possible  to 
extend  it  in  some  directions  and  to  curtail  it  in  others.  I 
should  think  it  was  first  used  for  purposes  of  lavage,  and 
that  it  was  later  on  found  to  be  in  some  degree  a  haemo- 
static.    In  the  latter  connection  we  have  a  paper  by  Mr. 

*  Read  before  the  Liverpool  Medical  iDstitution,  December  15,  1898. 
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Keetley  on  "  Hot  Water  as  a  Haemostatic  in  Surgery."'  It 
is  a  scrappy  paper,  obviously  intended  to  be  merely  sugges- 
tive, and  the  author  refers  to  cases  of  recto-vaginal  fistula, 
uterine  haemorrhage,  and  amputations,  but  there  is  no 
reference  to  its  use  in  abdominal  surgery.  Probably  it  did 
not  occur  to  the  author  that  water  hot  enough  to  be  of  use 
as  a  haemostatic  could  be  properly  borne  by  the  peritoneum. 
But  we  will  discuss  that  again.  There  is  a  paper  on 
"  Peritoneal  Irrigation  and  Drainage,"'  by  Dr.  Cordier,  but 
I  do  not  propose  to  discuss  the  matter  from  his  point  of 
view — the  combination  of  drainage  with  irrigation.  In  a 
discussion  on  a  joint-paper  I  read  at  the  Clinical  Society 
in  1890,*  I  expressed  the  opinion  that  it  was  probable  the 
use  of  irrigation  would  lessen  the  need  for  subsequent 
drainage.  I  could  not  then  see,  nor  have  been  able  to 
understand  since,  why  drainage  was  a  necessary  adjunct 
to  irrigation,  though  it  is  only  recently  that  the  two  have 
been  dissociated  as  routine  treatment.  I  think  it  well, 
therefore,  in  the  limited  time  at  my  disposal,  to  discuss 
irrigation  on  its  merits  as  far  as  possible  and  leave  drainage 
as  a  separate  matter.  I  will  only  say,  in  passing,  that  I  am 
inclined  to  agree  with  the  newer  dictum,  "  When  in  doubt, 
don't  drain."  The  presence  of  a  drainage  tube  is  always 
a  source  of  uneasiness  to  me.  It  is  an  ever  open  door  for 
sepsis  and  a  cause  of  weakness  in  abdominal  scars.  Let 
us  take  in  some  detail  the  reasons  for  irrigation  and 
arguments  for  and  against. 

(i)  To  cleanse  the  peritoneum  after  operation.  In  this 
connection  one  can  say  that  it  is  undoubtedly  the  best  method 
of  cleaning  up  a  dirty  peritoneal  cavity,  washing  out  blood 
clots,  and  reaching  holes  and  corners  that  are  easily  over- 
looked by  a  sponge,  which,  while  it  cleans  up  definite  pockets, 
cannot  so  readily  cleanse  soiled  intestines,  omentum,  and 
so  forth  without  undue  exposure  and  handling  that  is  not 
favourable  to  the  integrity  of  the  peritoneal  epithelium,  and 
which  may  cause  subsequent  trouble  from  adhesions,  peri- 
tonitis, and  interference  with  absorption.     To  irrigate  tlie 
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abdominal  cavity  with  a  copious  flow  of  hot  water  through 
a  Tait's  trocar  or  rubber  tube,  providing  for  free  outflow  to 
at  once  ensure  the  escape  of  particles  of  clot  and  filth,  and 
prevent  improper  pressure  on  the  diaphragm  and  on  intra- 
abdominal viscera,  is  the  best  means  of  ensuring  a  peritoneal 
cavity  free  from  materials  that  would  threaten  the  subse- 
quent progress  of  the  patient  to  recovery.  That  a  free 
outlet  must  be  provided  is  a  sine  qud  nan. 

The  effect  of  hot  water  introduced  into  the  peritoneal 
cavity  is  very  marked.  However  profoundly  a  patient  may 
be  under  the  influence  of  the  anaesthetic,  one  generally 
notes  a  sudden  rigidity  of  the  abdominal  muscles,  and  more 
or  less  straining  when  anaesthesia  is  less  profound,  though 
the  patient  had  been  indifferent  to  other  manipulative 
measures.  I  was  informed  by  a  former  anaesthetist  that 
he  always  noticed  an  intermission  of  the  pulse  when  irriga- 
tion was  commenced;  but  I  cannot  say  that  observation  has 
been  in  any  way  confirmed.  There  can  be  no  doubt  that 
at  first  there  may  be  shock  ;  though  later  the  pulse  is 
increased  in  volume  and  quality,  and  that  so  rapidly  that, 
as  I  remarked  in  the  discussion  referred  to,  it  seemed  to 
practically  amount  to  transfusion.  I  believe  the  tendency 
to  shock  is  lessened  by  a  free  outflow  provided,  and  that 
absorption  is  little  interfered  with.  When  used  for  lavage 
only,  this  question  is  not  one  to  be  considered.  The  direc- 
tions given  by  Tait  in  the  paper  quoted  are  not  to  be  sur- 
passed to-day.  He  uses  his  small  trocar,  attached  to  a 
rubber  tube  whose  end  is  placed  in  a  ewer  of  blood-warm 
water,  when  he  wishes  to  obtain  a  gentle  stream  with 
which  to  wash  out  the  gelatinous  material  that  escapes  from 
ovarian  cysts ;  and,  while  passing  the  tube  into  all  parts 
of  the  abdomen  that  may  be  covered  with  this  tenacious 
material,  he  gently  moves  the  fingers  amongst  the  intestines 
to  promote  cleansing.  I  well  remember  an  early  case  in 
which  I  assisted  him,  which  illustrated  the  value  of  the 
proceeding,  as  well  as  that  of  exploratory  operations.  It 
was  in  a  woman  from  whom  he  had  removed  an  ovarian 
VOL.  XIV. — NO.  56.  36 
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tumour  some  years  before,  and  who  returned  with  a  large 
fluid  abdominal  swelling  and  symptoms  that  suggested 
malignancy.  An  exploratory  operation  was  undertaken,  and 
he  found  that  another  large  cyst  had  formed  and  ruptured, 
and  its  thidc,  tenacious  contents  were  diffused  through  the 
abdomen.  Irrigation  was  most  successful  in  clearing  every- 
thing away,  and  the  woman  made  an  uneventful  recovery. 

Though  the  intestines  here  required  a  vigorous  washing, 
they  were  not  nearly  so  roughly  handled  as  if  the  work 
had  been  undertaken  with  sponges  ;  and  we  know,  too, 
how  disagreeable  sponges  are  to  work  with  in  such  cases. 

For  blood  clots  Tait  uses  a  more  rapid  stream  through 
his  large  trocar,  the  current  from  which  clears  out  large 
masses  of  clot  "with  amazing  rapidity."  Finally,  the 
temperature  recommended  is  103**  to  107%  and  for  arrest- 
ing haemorrhagic  oozings,  he  would  even  use  water  up 
to  120^  F. 

It  will  be  enough  at  present  to  say  that  no  better  and 
no  worse  system  of  cleansing  the  peritoneal  cavity  exists. 
Its  advantages  are  apparent.  We  prevent  the  damage  done 
to  the  peritoneal  covering  of  intestines,  &c.,  by  even  the 
lightest  sponging,  and  the  risk  of  subsequent  adhesions 
arising  therefrom.  We  can  guarantee  the  purity  of  water 
more  readily  than  that  of  sponges  after  the  most  anxious 
cleansing.  Time  is  saved  enormously,  since  we  have  no 
need  to  expose  intestines  to  cold  while  tediously  sponging 
them  with  the  care  necessary  to  remove  all  traces  of  dirt. 
Irrigation  will  do  this  in  a  fractional  part  of  the  time,  and 
while  doing  so  bathes  them  in  a  bland,  unirritating  saline 
solution,  which  is  of  great  advantage  in  maintaining  their 
proper  temperature  and  protecting  them  from  injury  during 
the  process.  The  time  saved  from  sponging  may  be  used 
for  inserting  stitches  in  the  abdominal  wound,  and  the 
operation  is  completed  much  sooner  than  would  otherwise 
be  the  case.  This  irrigation  of  course  applies  for  fluids 
&c.,  that  are  not  actually  septic,  but  which  may  be  in 
themselves   irritating    or    have    potentialities    of    septicity. 
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Blood-clots,  for  example,  are  washed  out  very  speedily, 
and,  if  the  process  is  properly  carried  out,  we  can  see 
not  only  that  there  is  no  clot  left  behind,  but  that  no 
fresh  bleeding  is  occurring.  Of  course  we  cannot  see  this 
if  we  adopt  a  rather  common  habit  of  washing  fouled 
sponges  inside  the  abdomen — letting  a  stream  of  water 
play  into  a  peritoneal  cavity  packed  with  sponges  that  are 
soaked  with  blood.  It  is  equally  common,  too,  to  ignore 
bleeding  in  the  abdominal  incision  and  to  keep  up  a  flow 
of  hot  water  into  the  abdomen,  because  blood  trickling 
inside  from  the  wound,  or  washed  off  it  by  the  emerging 
water,  gives  the  impression  of  continuing  haemorrhage. 
But  if  we  provide  against  these  sources  of  error,  lavage 
is  an  excellent  guide  to  the  efficiency  of  our  haemostatics. 

When  we  come  to  pus  and  septic  elements  it  is  quite 
a  different  matter.  Here  the  proper,  the  only  safe  thing, 
is  sponging  with  great  care  an  area  that  has  been  shut  off 
by  sponges  from  the  general  peritoneal  cavity.  To  irrigate 
an  abdomen  which  contains  septic  matter  invites  disaster. 
We  wash  the  material  into  more  or  less  distant  regions 
and  insure  infection  of  a  wider  area  by  matter  whose 
dilution  possibly  makes  its  distribution  easier.  Irrigation, 
as  I  hope  to  show,  is  generally  harmless,  and  probably, 
except  in  this  last  class  of  cases,  valuable  ;  but  it  cannot  be 
too  heartily  condemned  as  the  means  for  removing  septic 
materials.  If,  however,  as  in  a  case  I  shall  mention,  we 
have  a  septic  collection  which  is  leaking  into  a  less  con- 
fined area  and  starting  general  peritonitis,  we  have  the 
option  of  flushing  out  the  local  collection  and  the  general 
cavity,  though  it  would  probably  be  wiser  to  irrigate  the 
first  and  sponge  and  drain  separated  infected  areas  else- 
where. I  do  not  believe  that  lavage  is  of  much  use  in 
acute  diffuse  peritonitis  ;  here,  as  has  been  recommended 
by  an  American  surgeon,*  elaborate  sponging  of  the  whole 
of  the  affected  area,  after  turning  out  the  intestines,  is  the 
only  treatment  likely  to  be  of  service.  Though  I  recorded  a 
case*  where  acute  diffuse  suppurative  peritonitis  was  relieved 
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without  irrigation  or  sponging,  I  have  often  asked  myself 
if  that  case  were  cured  because,  or  in  spite  of,  want  of 
irrigation. 

(2)  What  are  we  to  say   of   irrigation   with  hot  water 
as  a  haemostatic  ?      I  am  not  so   certain  that,  with   tem- 
peratures that  can  be  wisely  used,  it  is  as  reliable  as  it  is 
assumed  to  be.     What  temperature  is  required  as  a  haemo- 
static ?     Mr.  Keetley,  in  his  paper  referred  to,  suggests  a 
temperature  of   117°  F.,  increased   in  severe  cases  to  one 
of   124**  F.     Mr.  Tait  mentioned   120*  as  being  a  possible 
temperature  for  use  within  the  peritoneal  cavity.    That  is 
not  a  very  safe  temperature.     Of  course  haemorrhage  of  a 
serious  nature  must  be  controlled  in  some  way.    Water  of  a 
lower  temperature  may  not  feel  particularly  hot  to  a  nurse's 
hand,  but   it  feels  hot  to  mine,  and  we  can  see,  by  the 
way  in  which  it   blanches  the  muscles  in   the  abdominal 
wound,  that   it   has  an   action   which   must   be  especially 
severe  on  structures  like  the  intestine.     I  do  not  think  a 
temperature  that  can    be  properly  borne  by  the  intestine, 
say  up  to  107"*  F.,  is  likely  to  be  of  much  use  as  a  haemo- 
static, and   higher  temperatures  will   probably  damage   it- 
Packing  with  sponges,  after  washing  away  all  blood-clots, 
will  prove  safer  and  almost  as  useful,  and  we  can  still  go 
on  with  our  wound-stitching  the  while  pressure  is  acting. 
Sponging  with  an  astringent,  like  an  infusion  of  matico,  will 
also  act  well.    We  can,  if  these  fail,  choose  between  gauze- 
packing  or  the  application  of  the  cautery  to  points  that  can- 
not be  ligatured,  or  use  hotter  water,  confined  to  the  affected 
area  as  much  as  possible,  or  even  pour  down  a  drainage 
tube  a  solution  of  perchloride  of  iron.    Hot  water  irrigation, 
however,  I  am  sure,  in  many  cases  does  not  avail,  and  we 
lose  a  good  deal  of  time  and  the  patient  much  blood  while 
trying  the  futile  temperatures  many  rely  on.    The  question 
what  to  irrigate  with  is  of  some  importance.      Probably 
saline  solution  is  most  acceptable  or  least  harmful  to  the 
tissues.     If  we  are  using  water  of  a  moderate  temperature, 
and  simply  exchanging  the  irrigating  fluid  by  absorption, 
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for  blood  or  plasma  leaking  from  the  vessels,  normal  saline 
is  most  desirable  till  we  can  discover  and  make  available 
a  genuinely  nutritive  fluid. 

With  water  moderately  hot  we  always  have  a  shrinking 
of  the  patient,  and  however  deep  the  anaesthesia,  increased 
rigidity  of  the  abdominal  walls.  We  need  not  argue  from 
this  that,  because  we  have  got  a  marked  reflex,  probably 
from  the  effect  of  hot  water  on  the  sympathetic  ganglia, 
any  contraction  induced  in  the  bleeding  vessels  is  more 
than  transient,  that  reflex  contraction  is  maintained  after 
the  first  shock,  or  that  any  true  haemostatic  action  is  set  up. 

Besides  the  use  of  irrigation  in  the  instances  mentioned, 
one  would  naturally  resort  to  it  in  cases  where  bile,  faeces, 
urine,  tumour  contents  and  similar  irritating  fluids,  had 
escaped  during  an  operation,  and  fouled  the  peritoneum. 
One  cannot  pretend  to  go  into  the  details  of  such  cases, 
any  more  than  one  need  discuss  before  a  Society  like  this 
methods  of  irrigating.  My  object  is  to  arouse  discussion 
on  the  principle  of  saline  irrigation. 

We  are  confronted  after  irrigation  with  the  question 
whether  a  drain  shall  or  shall  not  be  inserted.  As  I  have 
already  said,  I  do  not  think  a  drain  necessary  after  irrigation 
except  in  rare  cases.  If  used  for  the  purpose  of  cleansing  a 
fouled  cavity,  and  your  object  has  been  obtained,  why  leave 
a  clean,  aseptic  peritoneum  open  to  the  infection  of  germs 
from  outside  ?  If  the  water  used  has  been  clean,  there  is 
not  the  slighest  harm  in  leaving  some  behind,  even  if  blood- 
stained. There  will  be  plenty  of  blood-stained  serum  and 
plasma  there  very  shortly  after  the  operative  injury.  It  will 
be  no  worse  for  being  there  in  company  with  a  little  clean 
water  that  may  not  have  been  absorbed  immediately.  If 
used  successfully  as  a  haemostatic,  the  immediate  results 
are  likely  to  be  permanent ;  if  your  bleeding  is  checked,  it 
will  remain  checked ;  if  not,  you  would  insert  a  drainage 
tube  in  order  to  keep  an  oozing  surface  as  dry  as  possible 
and  stop  haemorrhage.  The  routine  of  washing  out  and 
draining  seems  to  me  without  reason  and  a  mischievous 
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proceeding.  I  am  glad  to  see  the  trend  of  opinion  in  this 
direction,  as,  like  all  good  things  in  abdominal  surgery, 
drainage  has  been  overdone.  The  peritoneum  is  a  good 
servant,  and  it  is  our  business  to  find  out  what  it  will  do 
for  us. 

Where  there  has  been  septic  matter,  irrigation,  to  my 
mind,  does  not  come  in,  and  I  need  not  discuss  the  question 
of  drainage  here  beyond  saying  that  one  would  feel  disposed 
to  drain  after  sponging.  We  need  not  keep  a  bacteriologist 
to  superintend  our  operations  and  tell  us  when  to  drain  or 
not,  and  when  material  is  septic  or  not ;  the  difference  is 
not  so  difficult  to  recognise  that  one  need  make  the  absurd 
fuss  in  surgery  that  is  being  made  to-day  in  medicine.  In 
my  limited  experience  I  come  to  drain  less  and  trust  the 
peritoneum  more ;  and  as  to  irrigation,  I  use  it  as  an 
optional  part  of  the  toilet  of  the  peritoneum,  generally, 
with  a  tendency  to  resort  to  it  frequently  as  a  means  of 
preventing  shock,  filling  vessels  emptied  by  haemorrhage, 
preventing  subsequent  thirst  of  patients,  lessening  the 
tendency  to  adhesions,  and  assisting  the  absorption  of 
effusions  consequent  on  surgical  injury. 

Let  us  consider  the  absorptive  capacity  of  the  peri- 
toneum. Like  all  vital  questions,  it  is  complicated  in  itself, 
and  is  made  especially  so  by  the  introduction  of  the  factor 
of  operative  injury.  The  effect  of  injury  on  the  peritoneum 
is  shock — shock  that  we  can  in  a  sense  measure  in  the 
increased  specific  gravity  of  the  blood,  and  the  results  to 
the  circulation  consequent  on  the  effusion  of  a  consider- 
able amount  of  plasma.  Whether  this  plasma  or  serum  is 
extruded  into  the  peritoneal  cavity  as  free  fluid,  there  is  no 
evidence  within  my  reach  to  show.  But  though  this  is 
doubtful,  what  is  certain  is  that  fluid  is  exuded  and  is  lost 
for  the  time  being  to  the  circulation,  either  in  this  way  or 
by  distribution  within  the  inter-cellular  spaces  of  the  perito- 
neum and  other  tissues.  This  lost  plasma  means,  of  course 
some  inspissation  of  the  blood  and  a  more  or  less  serious 
increase  of  peripheral  resistance  in  minute  vessels  caused  by 
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the  circulation  of  blood  corpuscles  in  a  less  spacious  circu-  • 
latory  medium.  This  resistance,  multiplied  as  it  is  over  an 
immense  area,  means  shock  as  we  understand  it,  and  that 
obstruction  of  the  circulation  which  is  translated  into  an 
embarrassed  pulse,  depressed  vitality,  and  other  symptoms 
too  familiar  to  the  abdominal  surgeon.  Thirst  is  one  of 
these  symptoms,  and  it  indicates  the  urgent  need  of  fluids, 
till  the  peritoneum  begins  to  recover  itself  and  re-absorb 
lost  plasma,  or  till  the  surgeon  has  recognised  its  meaning, 
apart  from  mere  discomfort,  and  taken  steps  to  relieve  it 
by  the  administration  of  fluids  by  mouth,  rectum,  veins,  or 
peritoneum.  This  exudation  must  be  large.  If  we  consider 
the  great  area  involved  in  many  abdominal  operations ;  the 
surfaces  from  which  growths  have  been  peeled,  the  exposed 
peritoneum  covering  intestines  and  other  viscera ;  the  hand- 
ling to  which  all  have  been  subjected — the  more  or  less 
rough  sponging,  and  other  manipulations  and  injuries,  by 
knife,  cautery,  ligature,  &c. — it  is  not  to  be  wondered  at  that 
shock  should  be  considerable,  and  that  the  alteration  in  the 
specific  gravity  of  the  blood  should  be  a  fair  indication  of 
the  extent  of  shock  from  which  a  patient  may  be  suffering. 

I  have  received  much  assistance  in  this  branch  of  my 
subject  from  Professor  Sherrington,  whom  I  have  to  thank 
for  ready  suggestions  and  references.  He  records'  an 
elaborate  and  instructive  series  of  experiments  that  open 
out  great  possibihties  to  the  student  of  abdominal  surgery. 

Ihe  peritoneum,  not  long  ago,  was  associated  with  peri- 
tonitis and  nothing  else,  in  the  surgical  mind ;  but  to-day 
it  promises  to  be  at  least  as  good  a  servant  as  it  was  a 
master,  and  a  better  understood  factor  in  further  advancing 
the  already  marvellous  success  of  abdominal  surgery.  Dr. 
Sherrington's  paper  enables  us  to  state  some  of  the  con- 
ditions under  which  we  are  working,  and  I  would  briefly 
refer  to  his  experiments,  which  were  mostly  performed  on 
the  cat  or  dog  ;  less  frequently  on  the  rabbit.  They  show, 
not  only  the  well-known  fact  that  "  the  fundamental  pheno- 
menon of  inflammation  is  the  abnormal  exudation  of  intra- 
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vascular  fluid,"  but  the  direct  estimation  of  this  in  the 
degree  of  inspissation  of  the  blood,  indicated  by  a  raised 
specific  gravity.  I  shall  content  myself  with  a  rough  illus- 
trative summary  of  such  of  the  points  determined  by  these 
experiments  as  appear  to  me  to  bear  more  directly  on  the 
subject  under  discussion.  The  paper  is  too  long  to  fully 
analyse,  and  should,  indeed,  be  carefully  studied  in  detail  by 
surgeons. 

The  injuries  inflicted  on  various  animals  usually  con- 
sisted in  : — 

(i4)  Immersion  of  one  or  more  extremities  in  water  at  a 
temperature  of  52**  C.  for  five  minutes. 

(B)  The  application,  for  the  same  length  of  time,  of 
sponges  steeped  in  '6  per  cent,  aqueous  saline  solution,  to 
a  knuckle  of  intestine  brought  to  a  small  incision  in  the 
linea  alba,  the  gut  being  carefully  replaced  and  the  wound 
closed,  the  whole  operation  being  performed  under  strict 
aseptic  precautions. 

(C)  Mechanical  trauma  by  the  ligation  of  a  knuckle  of 
intestine.  The  blood  was  examined  at  least  once  before 
operation  by  the  "drop  method,"  and  was  usually  taken 
from  the  pinna  of  the  ear.  Amongst  other  results  it  was 
found  that : — 

{a)  The  specific  gravity  of  the  blood  was  increased, 
while  that  of  the  serum  was  slightly  lowered,  or  unaltered. 

(6)  The  haemoglobin  content  of  the  unit  volume  of 
blood  was  increased. 

(c)  The  number  of  chromocytes  in  the  unit  volume  of 
blood  was  increased. 

(</)  Haemoglobin  in  solution  appeared  in  the  plasma  of 
the  blood,  in  that  of  the  lymph  in  the  thoracic  duct,  and  in 
the  exudation  fluid  in  the  limb. 

(c)  The  rapidity  of  clotting  of  the  blood  was  increased, 
and  the  lymph  clotted  well. 

I  omit  other  changes  described,  contenting  myself  with 
the  quotation  that  "the  circulating  blood  becomes  inspis- 
sated in  the  sense  that  it  loses  some  of  its  plasma  while  its 
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chromocytes  do  not  escape,  or  at  least  not  in  direct  propor- 
tion to  the  loss  of  plasma." 

And  this  loss  of  plasma,  or  apoplasmia,  of  the  blood,  is 
not,  as  we  might  have  expected,  equalised  by  increased 
entrance  of  lymph  into  the  circulation,  via  the  thoracic 
duct,  &c.  This  is  a  fallacy  that  has  hitherto  led  us  to 
undervalue  the  importance  of  irritative  exudation.  Professor 
Sherrington  shows,  too,  that  the  phenomenon  is  not  one  of 
lost  time  between  the  escape  of  fluid  from  the  circulation 
and  its  return  thereto.  This  is  shown  by  the  continuance 
of  apoplasmia  *for  as  long  a  period  as  sixty  hours  after 
operation,  the  specific  gravity  of  the  blood  being  heightened, 
while  that  of  the  serum  (plasma)  remained  unaffected.  The 
possibility  of  apoplasmia  lasting  four  or  five  days  after 
a  carefully  conducted  surgical  operation  is  to  be  borne  in 
mind  by  practical  surgeons  ;  it  is  to  be  considered  as  gravely 
as  the  more  urgently  felt  question  of  ha:viorrhage,  and  means 
taken  to  combat  or  prevent  it. 

What  becomes  of  this  exuded  plasma  in  abdominal 
operations  ?  We  have  no  direct  evidence  that  it  lies  free 
in  the  peritoneal  cavity  ;  probably  some  does,  but  no  experi- 
ments that  I  am  acquainted  with  give  any  information  on 
this  point ;  it  requires  further  investigation.  But  since  there 
is  sufficient  evidence  that  exudation  is  considerable,  that  so 
much  fluid  is  lost  during  a  time  of  crisis  to  the  circulation, 
that  peripheral  resistance  is  consequently  increased  to  a 
more  or  less  serious  extent,  it  is  only  essential  that  we 
recognise  these  important  facts,  and  wait  for  further  experi- 
ment as  to  the  precise  destination  of  the  exudate.  I  leave 
over,  too,  the  question  of  marked  changes  as  regards  the 
leucocytes.  Though  this  has,  no  doubt,  important  bearings 
on  the  bactericidal  properties  of  the  peritoneum,  it  would 
carry  us  beyond  the  time  at  my  disposal.  What  I  would 
insist  upon  is  that  even  a  simple  abdominal  incision  results 
in  a  varying  degree  of  inspissation  of  the  blood,  and  ask  you 
to  consider  what  means  can  be  adopted  to  prevent  shock  in 
abdominal  operations,  understanding  by  the  term  the  direct 
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results  of  apoplasmia  rather  than  that  profound  depres- 
sion of  high  nerve-centres  that  is  too  often  confounded 
with  it. 

Here  I  would  urge  that  hot-water  irrigation,  or  irrigation 
preferably  with  hot  saline  solutions  (for  plain  hot  water  was 
recognised  by  Peaslee"  long  ago  to  be  an  irritant)  roughly 
represented  by  dissolving  a  good  teaspoonful  of  table  salt  in 
a  pint  of  sterilised  water,  offers  an  excellent  means  of  mini- 
mising shock.  The  normal  saline  would  be  unirritating, 
less  likely  to  produce  the  condition  we  wish  to  avoid, 
and  more  certain  to  promote  the  activity  of  cells  whose  vital 
activity  so  much  affects  absorption.  For  absorption  is 
not  a  merely  mechanical  process,  it  is  not  filtration — nearly 
all  mechanical  conditions  are  against  it.  The  pressure 
within  the  vessels,  e.g.,  is  higher  than  that  outside,  and  if 
anything  the  proportion  of  salts  in  lymph  is  higher  than 
that  of  the  blood.  Absorption  must,  therefore,  be  essentially 
a  vital  process,  depending  on  the  activity  of  cells  lining 
the  capillaries  and  lymph  channels  of  the  peritoneum. 
Therefore,  injury  from  operation — ^prolonged  exposure  to 
air,  bacteria,  dust  and  cold — not  only  promote  exudation, 
but  damage  the  absorptive  agencies  which  correct  the 
mischief.  It  is  probable  that,  except  under  conditions 
where  it  is  rendered  necessary  for  purposes  of  lavage,  our 
end  would  he  better  attained  by  pouring  into  the  abdominal 
cavity  one  or  two  pints  of  normal  saline  solution  at  the  close 
of  an  operation  that  has  been  more  or  less  prolonged,  than 
by  irrigation.  It  is  apparent  that  though  saline  solutions 
may  themselves  be  irritating,  they  are  more  rapidly  absorbed 
than  the  exuded  plasma  resulting  from  operative  injury, 
and  would  replace  this  plasma  in  the  circulatory  medium 
with  the  best  results.  It  is  probable,  too,  that  absorption 
takes  place  over  at  least  as  large  a  surface  as  that  from 
which  exudation  is  possible.  Though  it  has  been  contended 
by  Adler  and  Meltzer*  that  the  "  lymph  is  carried  into  the 
circulation  more  readily  and  much  earlier  by  way  of  the 
lymphatics  than  directly  through  the  walls  of  the  vessels," 
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this  need  not  apply  to  normal  saline  irrigating  fluids. 
G.  Wegner,^®  whose  paper  is  quoted  by  Dr.  J.  G.  Clarke" 
in  an  instructive  article,  shows  that : — 

(i)  The  surface  of  the  peritoneum  is  equivalent  to  that 
of  the  skin  (17,182  square  centimfetres  peritoneum,  17,502 
square  centimfetres  skin  surface). 

(2)  It  has  an  enormous  absorbing  function,  taking  up  in 
an  hour  3  to  8  per  cent,  of  the  entire  bodily  weight. 

(3)  Under  the  influence  of  very  toxic  or  irritant  sub- 
stances, an  equal  transudation  into  the  peritoneal  cavity  may 
take  place. 

Few  dispute  the  probability  that  the  main,  if  not  the  only 
tract  through  which  solid  particles  are  absorbed  is  by  the 
lymph  channels,  and  that  there  is  a  constant  intra-abdominal 
current  towards  the  diaphragm.  And  it  is  acknowledged 
that  absorption  is  more  rapid  if  the  surface  is  uninjured, 
though  even  blood  is  absorbed,  and  that  very  soon,  by 
surfaces  actually  injured,  as  has  been  shown  by  examination 
of  patients  dying  a  few  hours  after  abdominal  operations, 
though  it  would  have  a  tendency  to  become  encapsulated, 
to  collect  in  pockets  and  be  more  slowly  disintegrated. 
This  proves  only  what  practical  surgeons  have  long  been 
familiar  with,  and  explains  the  increased  tone  and  volume  of 
the  pulse  under  and  after  irrigation,  results  that  cannot  be 
altogether  due  to  any  stimulation  of  the  sympathetic  and 
consequent  improved  circulatory  tension,  or  to  checking 
of  the  exudation  already  referred  to.  We  have  long  been 
familiar,  too,  with  the  lessening  of  post-operative  thirst  in 
cases  that  have  been  irrigated,  or  into  whose  abdomen  we 
have  introduced  a  saline  solution  ;  the  tongue  remains 
moist  and  clean,  shock  is  lessened,  the  patient  is  more  com- 
fortable, and  the  pulse  may  be  near  the  normal  in  rate  and 
volume,  or  show  increased  tension.  This  result  may  not 
always  be  good  in  cases  liable  to  haemorrhage,  and  it  may, 
too,  be  an  expression  of  some  rapid  absorption  not  only  of 
saline  fluids,  but  of  exudations  which  produce  a  certain 
degree  of  sapraemia,  or  contain  chemical  or  bacterial  matters 
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that  are  disposed  of  in  the  circulation  with  more  apparent 
energy  resulting  than  from  its  slower  dispersal  by  the  peri- 
toneum. I  am  convinced,  however,  that  the  alteration  in  the 
condition  of  the  patient  is  altogether  an  improvement.  I 
must  reluctantly  leave  these  and  other  interesting  questions 
in  order  to  discuss  the  post-operative  use  of  irrigation.  This 
has  been  recommended  by  Grieg  Smith"  particularly  in 
cases  of  peritonitis,  as  well  as  where  the  presence  of  septic 
material  which  could  not  be  entirely  removed  during  opera- 
tion suggested  its  use  as  a  continuous  cleansing  agency.  I 
cannot  say  that  my  experience  of  its  use  under  such  condi- 
tions has  been  anything  but  very  limited,  or  that  it  has  been 
even  so  far  favourable.  I  do  not  think  that  general  periton- 
itis is  much  benefited  by  irrigation,  though  common  sense 
indicates  the  frequent  cleansing  and  disinfection  of  infec- 
tive areas.  The  condition  in  septic  peritonitis  is  so  grave,  so 
extensive,  so  utterly  impossible  to  treat  adequately  with  the 
means  at  present  at  our  command,  that  treatment  is  usually 
of  no  avail.  Diffuse  septic  peritonitis  can  only  be  properly 
treated,  in  my  opinion,  by  turning  out  the  intestines  and 
cleansing  the  whole  peritoneal  cavity  elaborately  and  sys- 
tematically with  sponges.  How  often  such  an  operation  is 
possible  I  need  not  say.  Nor  is  irrigation,  to  my  mind,  of 
much  value  in  such  cases,  or  any  other  method  of  treat- 
ment, unless  accompanied  by  the  formation  of  an  artificial 
anus  and  evacuation  of  the  paralysed  gut.  We  have  been 
too  much  concerned  with  the  condition  of  things  outside 
the  bowel  to  give  due  importance  to  the  still  graver  condi- 
tion within  it — a  stagnant  sewer,  swarming  with  bacteria 
and  their  products  of  the  most  deadly  nature.  If  one  must 
do  one  thing  only,  I  would  say  open  this  gut;  and  the  com- 
bination of  this  with  careful  external  cleansing  should  offer 
a  more  hopeful  outlook  for  such  cases  than  they  have 
hitherto  enjoyed.  But  irrigation  may  be  invaluable  in  com- 
mencing peritonitis  and  in  pseudo-ileus,  the  symptoms  of 
which  often  run  into  those  of  peritonitis.  In  many  of  these 
cases,  adhesion  of  intestines  to  other  portions  of  gut,  or  to 
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the  surfaces  from  which  we  have  peeled  adherent  growths, 
to  pedicles,  and  to  old  adhesions,  induces  a  more  or  less 
serious  paralysis  of  the  intestine  and  symptoms  of  obstruc- 
tion of  a  very  grave  kind.  Here  irrigation  may  not  only  be 
of  benefit  to  the  raw,  granulating,  possibly  pus-discharging 
surface,  but  hydrostatic  pressure  may  relieve  an  early 
obstruction.  I  had  recent  evidence  of  this  in  a  case  sent 
me  by  Dr.  Haslewood  of  Prescot.  I  operated  on  a  woman, 
aged  30,  for  ectopic  pregnancy,  removing  the  ruptured  tube 
and  ovary  of  the  right  side.  The  patient  did  perfectly  well 
for  two  days  when  she  became  inclined  to  vomit,  was  talka- 
tive, and  had  some  slight  distension.  On  the  third  day  she 
was  a  little  better,  passed  flatus  freely  ;  and  haemorrhage, 
which  had  been  tolerably  free,  nearly  ceased.  She  became 
excitable  later  in  the  day,  however,  and  began  vomiting 
mouthfuls  of  greenish  fluid,  constantly  and  without  effort. 
Flatus  ceased  to  pass  ;  her  pulse  ran  from  115  to  140  ;  she 
had  no  action  of  the  bowels  despite  the  administration  of 
several  aperients,  epsom  salts,  seidlitz  powders,  10  grains 
of  calomel,  and  the  injection  of  turpentine  enemata  and 
saturated  solutions  of  sulphate  of  magnesia.  She  had 
distension  of  the  right  flank,  which  could  be  seen  spreading 
upwards.  As  the  day  went  on  she  had  no  relief  from  the 
vomiting,  was  anxious,  flushed,  and  there  was  total  constipa- 
tion. Her  condition  was  so  extremely  grave  that  I  was 
perfectly  certain  she  would  die  if  I  introduced  a  finger  into 
the  abdomen  and  searched  for  the  cause  of  the  trouble, 
which  I  believed  to  be  the  attachment  of  a  loop  of  intestine 
to  the  seat  of  old  adhesions  in  the  right  pelvis.  I  had  pre- 
viously raised  the  drainage  tube  to  ensure  that  no  pressure 
from  that  interfered  with  the  intestine.  I  now  proceeded  to 
pass  the  tube  from  a  douche  can  along  the  drainage  tube 
and  to  pour  into  the  abdominal  cavity  a  hot  solution  of 
boracic  acid.  It  gave  her  great  pain,  but  she  said  "  she  felt 
it  running  about  inside  "  when  the  can  was  raised  about  two 
feet.  Then  she  fainted  and  the  irrigation  was  stopped. 
Though  much  collapsed,  the  woman  improved  from  that 
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hour.  She  passed  a  little  flatus  during  the  night,  and  we 
gave  her  10  grains  of  calomel,  which,  with  the  aid  of  a 
seidlitz  power,  acted  very  freely  next  morning,  and  she  made 
thenceforward  an  uneventful  recovery.  My  opinion  was 
shared  by  my  colleagues  who  saw  the  case,  both  as  to  the 
cause  of  the  symptoms  and  their  relief,  and  I  am  satisfied 
that  she  owed  her  life  to  irrigation.  Possibly  the  water 
separated  a  newly-formed  adhesion  and  floated  up  the 
attached  bowel.  I  mention  the  case  as  an  indication  of 
something  to  be  hoped  from  post-operative  irrigation  as  a 
means  of  obviating  more  serious  surgical  procedures  that 
might  easily  prove  fatal  to  an  exhausted  patient. 

But  such  adhesions  are,  I  submit,  less  liable  to  arise  if 
irrigation  is  practised  during  the  operation,  or  saline 
solution  poured  into  the  peritoneal  cavity  at  its  conclusion. 
The  recovery  of  damaged  peritoneum  is  likely  to  be  more 
rapid  and  the  layer  of  normal  saline  between  opposed 
surfaces  might,  one  would  think,  check  the  formation  of 
adhesions.  I  had  irrigated  during  operation,  however,  in 
the  case  just  quoted.  Irrigation,  by  protecting  the  peri- 
toneum, prevents  damage  to  its  powers  of  destroying  patho- 
genic organisms  or  disposing  of  their  products.  That  this 
power  is  enormous  is  not  only  demonstrated  by  surgical 
procedures,  by  accidents,  &c.,  but  has  been  shown  by 
experiment.  It  is  also  indicated  by  the  reaction  against 
the  use  of  drainage,  which  may  easily  be  carried  too  far. 
Muscatello's  work,  quoted  by  Dr.  Clarke  {loc,  cit,),  shows 
that  a  great  increase  of  wandering  cells  occurs  in  the  peri- 
toneal cavity  on  the  introduction  of  foreign  or  irritative 
particles,  and  numerous  experiments  have  demonstrated  the 
bactericidal  properties  of  this  ill-understood  membrane.  It 
is  in  respect  to  this  property  of  the  peritoneum  that  saline 
irrigation  gains  an  additional  importance.  It  removes  septic 
material  and  culture  media  in  a  manner  that  leaves  a  less 
damaged  peritoneum  to  cope  with  any  possible  infection 
left  behind. 

I  think   we   shall  see  some   method   of  mitigating  the 
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starvation  of  our  patients  after  abdominal  section  in  due 
time.  The  explanation  of  the  use  of  purgation  and  starva- 
vation,  by  making  the  tissues  more  greedy  for  fluids  and  so 
promoting  absorption  from  the  peritoneal  cavity,  does  not 
always  hold  good  in  the  light  of  Professor  Sherrington's 
work  and  our  experience  after  irrigation,  and  after  rectal 
feeding,  &c.  The  explanation  is  rather  to  be  sought  in  the 
good  results  of  keeping  the  intestine  empty,  so  that,  when 
partly  paralysed  by  injury,  it  shall  not  have  its  condition 
aggravated  by  the  presence  of  stagnating,  decomposing  food. 
Starvation  is  good  from  this  and  other  points  of  view  ;  but 
unless  we  prevent  thirst  by  the  introduction  of  fluid  into 
the  peritoneal  cavity,  we  should,  I  think,  recognise  its  im- 
portance as  a  symptom  and  take  steps  to  relieve  it  for  other 
reasons  than  the  distress  of  the  patient.  Since  writing  the 
above  I  am  pleased  to  note  in  a  paper  by  Christopher 
Martin*'  confirmation  of  this  view. 

Post-operative  irrigation  seems  to  me  to  be  limited  to 
commencing  peritonitis  ;  to  lavage  of  septic  cavities  and  the 
introduction  of  disinfectants  therein ;  and  as  a  hydrostatic 
agency  for  the  relief  or  prevention  of  such  cases  as  those 
mentioned,  of  obstruction  at  a  definite  centre  rather  than  a 
general  paralysis  of  the  gut.  I  repeat  that  operative  irriga- 
tion should  prevent  the  necessity  for  drainage ;  and  post- 
operative irrigation  will  generally  be  associated  with  drainage. 
I  have  purposely  omitted  from  discussion  here  cases  in 
which  irrigation  forms  an  essential  part  of  the  operation,  e,g,y 
tubercular  peritonitis,  and  some  pelvic  abscesses.  Nobody 
questions  the  use  and  value  of  the  proceeding  herein  ;  we 
discuss  cases  only  in  which  irrigation  is  not  practised  as 
a  necessary  or  desirable  part  of  the  operation.  I  need  not 
insist  on  the  indications  for  irrigation  further,  or  do  more 
than  suggest  that  it  is  nearly  always  harmless,  and  nearly 
universally  useful  if  the  following  precautions  be  taken 
in  its  use. 

(i)  Use  rather  normal  saline  solution  than  plain  hot 
water. 
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(2)  The  temperature  of  the  fluid  should  be  little  above 
blood  heat,  unless  in  cases  of  severe  hcemorrhage,  when 
irrigation  should  be  confined  to  the  affected  area  and 
the  stream  shut  off  as  far  as  possible  from  viscera  not 
implicated. 

(3)  Avoid  irrigation  in  septic  cases. 

(4)  It  should  not  be  too  prolonged,  since  a  sodden 
peritoneum  is  likely  to  suffer  damage  as  an  absorbing 
agent,  if  it  be  not  irritated  into  such  a  suspension  of  this 
function  that  blood  and  plasma  might  be  left  unabsorbed 
for  a  dangerously  long  period. 

(5)  Where  not  required  for  cleansing  purposes  or  as  a 
haemostatic,  equally  good  or  better  results  will  be  obtained 
by  pouring  into  the  abdomen  a  quantity  of  normal  sterilised 
saline  solution,  or  by  injecting  it  into  the  rectum. 

I  do  not  know  that  it  has  been  common  to  use  medica- 
ments as  haemostatics,  &c.,  in  the  peritoneal  cavity.  I  do 
not  see  that  a  local  irrigation  with  a  solution  of  hazeline 
or  matico  would  do  much  harm.  But  we  have  the  best 
evidence  that  stimulants  may  be  introduced  into  the  peri- 
toneal cavity  with  excellent  results.  In  a  too  brief  account 
of  a  brilliant  case,^*  Mr.  Puzey  shows  how,  at  the  close  of 
a  long  and  most  grave  abdominal  operation,  he  introduced 
into  the  abdomen  of  a  woman,  just  before  closing  it,  a 
glass  of  whisky  in  hot  water ;  the  woman  revived  rapidly, 
and  made  a  good  recovery.  It  is  worth  recalling,  since 
it  is  probable  the  solution  would  be  as  rapidly  absorbed 
from  the  peritoneum  as  if  carried  into  a  vein  directly,  or 
into  the  cellular  tissue  ;  indeed  the  spirit  may  have  hastened 
absorption.  Whether  we  shall  some  day  use  a  true  nutri- 
tive fluid  in  this  way,  or  strychnine,  or  other  drug,  remains 
to  be  seen  ;  the  point  raised  is  practical  and  noteworthy. 

In  looking  through  my  last  thirty  abdominal  operations, 
I  find  them  to  be  sufficiently  varied  to  be  illustrative  of 
abdominal  surgery  in  general  and  of  the  frequency  with 
which  irrigation  is  called  for  on  lines  we  are  at  present 
following.     The  cases  included  : — 
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Six  exploratory  operations,  viz: — i  for  stone  in  the 
kidney,  i  immense  sarcoma  of  the  kidney,  i  cancer  of 
stomach  and  3  of  cancer  generally  diffused  throughout  the 
peritoneal  cavity.  One  abdominal  hysterectomy,  i  vaginal 
hysterectomy,  3  enterostomies  (i  for  intussusception),  i 
closure  of  artificial  anus,  i  ovariotomy,  5  removal  of 
diseased  appendages,  i  ectopic  gestation,  i  lumbar  colo- 
tomy,  I  supra-pubic  lithotomy,  3  tubercular  peritonitis, 
I  cholecystotomy,  i  ventrofixation  of  the  uterus,  2  separa- 
tion of  uterine  adhesions,  2  pyo-salpinx. 

Of  these  thirty  cases  four  terminated  fatally,  two  of  the 
exploratory  and  two  of  the  enterostomies.  One  woman 
was  dying  with  acute  peritonitis,  and  Exploration  discovered 
a  large  cancerous  mass  roofing  in  an  abscess-cavity  which 
was  floored  by  the  uterus.  The  peritonitis  continued 
unrelieved  by  irrigation  and  drainage,  and  she  died.  Here 
irrigation  was  practised  during  and  after  operation. 
Another  case  of  diffuse  cancer  died  of  suppression  of 
urine  on  the  second  day ;  two  enterostomies  were  done 
when  the  patients  were  in  extremis  and  only  lived  about 
twelve  hours.  Irrigation  was  practised  in  one  case  for 
purposes  of  lavage  only — the  ovariotomy  (3'3  per  cent.) ; 
in  four  cases  as  a  haemostatic  (13*3  per  cent.),  and  in 
other  four  it  was  an  essential  part  of  the  operation ; 
these  were  the  cases  of  tubercular  peritonitis  and  the 
abscess  referred  to. 

The  above  gives  no  indication  as  to  the  influence  of 
irrigation  on  mortality.  I  fancy,  however,  that  in  the  case 
of  malignant  disease,  the  woman  would  have  done  better 
without  irrigation,  which  simply  gave  her  a  diffuse  peri- 
tonitis instead  of  a  localised  one.  As  her  condition  was 
hopeless,  however,  that  was  of  little  moment. 

REFERENCES. 

'  Lawson  Tait :  "  On    Methods  of  Cleansing  the  Peritoneum,"  British 

Gynacological  Jaumaly  1887. 
*  Practitioner^  vol.  xxii. 

VOL.  XIV. — NO.  56.  37 


570  Original  Communications 

•  American  Journal  of  Obstetrics^  vol.  xxxii. 
^British  Medical Joumaly  April  16,  1890. 

^  Lancety  Oct.  16,  1897. 

*  Hawkins- Ambler  and  Lawford  Knaggs:  ^' Acute  DifRise  Suppuiative 

Peritonitis  Successfully  Treated  by  Laparotomy  and  Drainage,  but 

without  Irrigation,"  Transactions  of  the  Clinical  Sodety^YoX,  xxxiL 
^  C.  S.  Sherrington,  F.R.S. :  "  On  Changes  in  the  Blood  consequent  upon 

Inflammation  of  an  Acute  local  Character,"  Proceedings  of  the  Royal 

Society^  vol.  liv. 
■ "  Ovarian  Tumours,"  1872. 
^Jour,  Exper,  Med,^  vol.  i.,  No.  3. 
**  *' Chirurgische  Beobachtungen  uber  die    Peritonealhohle   mit   beson- 

derer  Beriicksichtigung  der  Ovariotomie,"   Verhandlurtg^  der  Deui- 

scher  Gesselischa/tjur  Chirurgie^  Berlin,  1877. 
"  "  A  Critical  Review  of  Seventeen  Hundred  Cases  of  Abominal  Section 

from  the  standpoint  of  Intra-peritoneal  Drainage,"  American  Journal 

of  Obstetrics y  1897. 
>«"  Abdominal  Surgery,"  1896. 
*'"Some  moot  Points  in  the  After-treatment  of  Cases  of  Abdominal 

Section,"  British  Gynacological  Journal^  1898. 
^^  Medical  Press  and  Circular ^  1896. 


Gynecology  among  the  Insane  571 


GYNiECOLOGY  AMONG  THE    INSANE   IN   PRIVATE   PRACTICE. 

By  Ernest  Hall,  M.D.,  L.R.C.P.Ed. 

Fellow  of  British  Gynacological  Institute^  Victoria  Road, 

The  inauguration  of  gynaecological  work  among  the 
insane  in  Canada  is  due  to  the  persistent  efforts  of  Dr. 
Hobbs,  Assistant-Physician  to  London  Asylum,  who,  by  the 
way,  is  a  member  of  the  British  Gynaecological  Society. 
Following  in  his  footsteps  is  Dr.  Burgess,  Superintendent 
of  the  Protestant  Asylum,  of  Montreal ;  but  with  these 
exceptions,  modern  treatment  of  female  disease  has  not 
become  a  factor  in  the  therapeutics  of  the  Canadian  hos- 
pitals for  the  insane.  In  private  practice  but  one  operator 
other  than  the  writer  has  reported  results — I  refer  to  Dr. 
Holmes,  of  Chatham,  Ontario,  who  reports  23  cases  of 
puerperal  insanity,  cured,  or  at  least,  cures  following  opera- 
tive procedure  for  the  removal  of  surgical  lesions. 

My  attention  was  especially  called  to  this  matter  by  a 
paper,  read  before  the  British  Medical  Association  in 
Montreal,  by  Dr.  Hobbs,  in  1897,  in  which  he  gave  the 
results  of  two  years'  work  in  the  London  Asylum.  These 
statistics  were  so  startling  that  I  resolved  to  test  them  on 
the  first  occasion,  and  to  determine  for  myself.  Such  an 
opportunity  soon  presented  itself  in  the  case  of  a  former 
patient,  who  had  to  be  committed  to  the  provincial  asylum 
during  my  absence  in  Europe.  I  give  the  history  somewhat 
in  detail  : — 

Mrs.  F.,  aged  35,  of  excellent  family  history,  no 
hereditary  taint,  mother  of  two  children  ;  the  elder  suffered 
from  asthma,  the  younger  from  chronic  hydrocephalus. 
She  had  enjoyed  excellent  health  until,  after  acting  as  nurse 
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to  both  children  and  attending  to  her  household  duties,  she 
became  considerably  debilitated.  This,  with  the  shock  of 
the  younger  child's  death,  caused  by  his  falling  from  the 
verandah  where  his  mother  had  placed  him  in  a  wheel  chair, 
brought  on  intermittent  melancholia,  from  which  she  suffered 
for  eight  months.  At  this  period,  while  visiting  a  friend, 
symptoms  of  pronounced  insanity  with  suicidal  tendenc)* 
were  developed.  After  a  month's  treatment  under  the  care 
of  a  nurse  she  was  committed  to  the  asylum  on  April  i, 
1895,  where  she  remained  until  January  3,  1898.  During 
this  period  she  was  at  times  violent,  would  attempt  to 
scratch  and  bite  her  attendants,  exhibited  a  most  obstinate 
disposition,  was  considered  by  the  late  matron  as  one  of 
the  worst  cases,  and  by  the  authorities  as  hopeless.  The 
medical  superintendent  gave  the  friends  no  encouragement 
for  her  recovery.  Having  obtained  |>ermission  from  the 
patient's  husband,  with  the  assistance  of  Dr.  Boggs,  and  with 
the  courteous  co-operation  of  the  medical  superintendent. 
Dr.  Bodington,  F.R.C.S.,  the  patient  was  placed  under 
chloroform  and  a  pelvic  examination  was  made.  The  right 
ligament  was  thickened,  left  ovary  prolapsed,  uterus  fixed 
and  perinaeum  partially  ruptured.  Upon  these  data  I 
recommended  operative  measures  ;  my  recommenda- 
tion was  adopted,  and  the  patient  was  placed  under  the 
care  of  two  trained  nurses,  as  admission  to  the  hospital  was 
refused. 

Section,  January  5. — Right  ovary  was  found  cystic 
with  tubal  adhesions ;  left  ovary  adherent  in  cul-de-sac, 
fimbriated  extremity  closed.  The  appendages  were  re- 
moved, uterus  also  curetted.  The  operation  was  brief  and 
almost  bloodless ;  post  operative  history  normal ;  stitches 
removed  on  the  twelfth  day.  The  mental  condition  remained 
unchanged  for  some  days.  She  persisted  in  sitting  up  in 
bed,  tearing  the  bed-clothes  and  endeavouring  to  bite  and 
scratch  the  nurses.  It  was  necessary  to  tie  her  hands  to 
either  side  of  the  bed  and  place  a  heavy  bandage  over  the 
lower  part  of  the  body.      Upon  the  fourteenth  day  after 
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the  operation  she  became  calm  and  recognised  her  mother. 
On  the  following  day  she  conversed  a  little  and  appeared 
to  appreciate  the  kindness  of  the  nurses.  Upon  the  seven- 
teenth day  the  patient  appeared  more  rational,  did  a  little 
sewing,  and  took  an  interest  in  her  surroundings.  The 
following  day  I  allowed  her  to  see  her  daughter,  a  bright  girl 
of  eleven  years,  whom  she  had  not  seen  since  entering  the 
asylum.  The  meeting  was  not  one  to  be  soon  forgotten ; 
it  was  one  of  those  periods  in  a  physician's  life  when  his 
remuneration  is  beyond  computation,  an  experience  that 
lives.  The  patient  acted  and  spoke  as  only  a  rational 
mother  could.  Day  after  day,  as  the  physical  strength  in- 
creased, the  mind  became  capable  of  more  extended  effort. 
Thirty-five  days  after  the  operation  the  nurse  accompanied 
the  patient  to  her  home  and  remained  with  her  a  few  days  ; 
and  to-day,  after  two  months,  the  patient  is  managing  her 
own  household  and  attending  to  her  own  duties  with  all  the 
reason  and  energy  of  her  former  self.  Her  husband  has 
informed  me  that  he  detects  no  difference  in  her  present 
mental  condition  from  that  of  five  years  ago.  Since  the 
operation  she  has  gained  thirty-five  pounds,  and  to-day  is 
perfectly  healthy  in  mind  and  body. 

Such  is  the  brief  history  of  one  who  spent  two  years 
and  eight  months  in  the  asylum,  "  a  hopeless  case  of 
insanity,"  one  who  "was  not  a  fit  case  for  operation," 
and  who  would  have  been  doomed  to  such  a  life  until  death 
closed  the  scene,  who  to-day  is  restored  to  her  family. 
Of  course  it  is  too  early  to  speak  of  a  permanent  cure, 
and  some  critic  might  suggest  that  nature  had  removed 
the  disease,  as  many  cases  of  insanity  recover.  But  the 
fact  remains  that  the  patient  was  relieved  of  her  disease 
after  the  removal  of  the  diseased  organs,  that  there  were 
no  indications  of  cortical  lesions  or  other  lesions  beyond 
the  pelvis,  that  it  is  not  in  the  ordinary  process  of  nature 
that  salpingitic  adhesions  become  absorbed,  nor  do  cystic 
ovaries  become  normal.  Therefore,  are  we  not  justified  in 
concluding    that    the  pelvic   condition   was    the   cause  of 
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insanity,  and  that  if  there  had  been  no  surgical  procedure 
probably  the  condition  would  have  continued  ?  Can  we 
yet  state  with  mathematical  exactness  what  part  of  the  body 
the  mind  inhabits,  or  is  it  located  in  one  part  to  the 
exclusion  of  the  other  parts  ?  A  study  of  the  development 
of  the  nervous  system  of  the  forms  of  life  would  lead  us 
to  conclude  that  we  cannot  give  definite  location  to  the 
mind.  If  so,  we  may  possibly  underrate  the  office  of  the 
abdominal  ganglia  and  plexus,  and  we  may  find  that  normal 
mentality  depends,  to  a  much  larger  extent,  than  we  sup- 
posed formerly  upon  the  proper  condition  of  the  abdominal 
and  pelvic  organs. 

During  the  last  nine  months,  ten  other  cases  have  come 
under  my  observation.  In  each  case  a  pelvic  examination 
was  made,  anaesthesia  being  used  when  the  patient  resisted. 

The  results  briefly  stated  are  as  follows  : — Cystic  ovaries 
with  salpingitic  adhesions  found  in  3  cases ;  retroversion 
with  adhesions,  results  of  pelvic  peritonitis  and  adhesion 
of  clitoris,  i  case ;  tubo-ovarian  abscess,  i  case ;  varicocele 
of  broad  ligaments  with  cysts  of  peritoneum,  i  case ; 
varicocele    of    broad    ligaments    with     cirrhotic    ovaries, 

1  case ;  undeveloped  organs,  i  case ;  no  abnormality  found, 

2  cases. 

In  six  of  these  cases  there  was  a  history  of  previous  pain 
and  discomfort  in  the  pelvis,  in  four  a  history  of  pelvic 
inflammation,  puerperal  or  gonoccocal.  Upon  one  case 
I  was  refused  operation  by  the  husband  of  the  patient, 
three  gave  sufficient  pelvic  lesion  to  justify  operation,  the 
remaining  seven  received  the  gynaecological  treatment 
which  the  local  condition  demanded.  They  were  treated 
in  the  manner  which  we  would  treat  the  same  conditions 
in  the  sane.  Of  the  results  it  is  too  early  yet  to  speak,  but 
up  to  the  present  time  I  see  nothing  but  encouragement. 
One  case  died  from  meningitis  seven  weeks  after  the 
removal  of  enlarged  ovaries  with  cysts  as  large  as  walnuts ; 
recovery  from  the  operation  was  perfect  and  the  death 
due  entirely  to  other  causes  than  pelvic. 
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Two  cases  taken  directly  from  the  asylum  after  a  resi- 
dence of  two  years  and  eight  months,  and  three  years 
respectively,  are  apparently  cured,  both  considered  hopeless 
by  the  asylum  authorities.  A  third  greatly  improved. 
Three  other  cases  are  doing  as  well  as  could  be  expected, 
and  in  no  case  was  physical  or  mental  condition  rendered 
worse  by  the  treatment,  unless  some  critic  wishes  to  place 
the  death  from  meningitis  against  these  results. 

Now  the  point  to  which  I  wish  to  call  particular  atten- 
tion is  not  the  result,  for  that  cannot  be  reported  upon 
with  any  degree  of  definiteness  for  another  year  yet,  but  to 
the  high  percentage  of  pelvic  disease  among  our  female 
insane.  My  own  experience  tallies  closely  with  that  of 
Dr.  Hobbs,  who  states  in  his  report :  '•  We  have  examined 
136  women  with  reference  to  the  presence  or  absence  of 
disease  in  the  reproductive  system.  Out  of  this  number 
126  had  serious  organic  lesions  or  malformations  incom- 
patible with  normal  genitalia." 

It  behoves  us  who  have  the  welfare  of  the  country  at 
heart,  and  who  are  especially  interested  in  the  alleviation 
of  suffering,  to  consider  these  things  and  to  continue 
investigation  in  this  department,  which  has  apparently  been 
so  neglected.  No  less  an  authority  on  the  subject  than 
your  own  Mr.  Barnes,  in  discussing  the  subject  before  the 
British  Gynaecological  Society,  the  result  of  an  operation 
on  an  insane  woman,  said  :  "  If  the  present  case  had  gone 
into  an  asylum  I  believe  that  she  would  have  stayed  there, 
for  I  think  that  it  is  a  great  fault  in  the  organisation  of  our 
asylums  that  there  is  no  provision  made  for  the  examination 
of  such  cases." 

In  conclusion,  I  would  urge  upon  every  physician  the 
necessity  of  making  a  thorough  pelvic  examination  under 
anaesthesia  of  every  case  before  signing  papers  of  com- 
mitment. If  the  physician  has  not  the  experience  he 
should  associate  himself  with  one  who  has  special  training 
in  this  department.  Such  careful  examination  would  send 
at  least  one  patient  to  the  hospital  for  every  two  that  were 
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sent  to  the  asylum.  Is  it  not  time  that  the  blessings  of 
modern  surgery  should  be  extended  to  our  mothers,  sisters 
and  daughters,  many  of  whom  are  in  living  death,  hopelessly 
incarcerated  ?  And  then,  the  next  step,  let  us  apply  these 
principles  of  treatment  to  the  opposite  sex. 

[Owing  to  pressure  of  space  the  reviews  of  sevend  books  are  held  over 
till  our  next  issue. — Editor.] 
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THE  ANNUAL  DINNER. 

A  MOST  successful  annual  dinner  was  held  on  Thursday, 
November  24,  1898,  at  the  Caf6  Monico,  with  the  President, 
Dr.  Macnaughton-Jones,  in  the  chair.  The  dinner  itself 
was  excellent,  and  the  speeches,  which  were  more  than 
usually  sparkling,  were  highly  appreciated  by  the  goodly 
gathering  of  Fellows  and  friends,  to  the  number  of  over 
eighty,  who  came  from  all  parts  to  support  the  chair.  We 
much  regret  that  we  are  unable  to  report  these  speeches  as 
fully  as  we  could  wish ;  but  we  have  done  so  as  far  as 
possible. 

The  President  was  supported  on  his  right  by  Sir  Wm. 
Turner  (President  of  the  Gen.  Med.  Council) ;  Sir  Wm. 
Broadbent,  Bart. ;  the  Master  of  the  Society  of  Apothe- 
caries ;  Sir  P.  Smyly ;  Mr.  Langton  (President  Clin.  Soc.) ; 
Dr.  C.  H.  F.  Routh  ;  Dr.  Ward  Cousins  (President-elect 
Brit.  Med.  Assoc.) ;  Prof.  Japp  Sinclair,  and  Mr.  Bowreman 
Jessett ;  while  on  his  left  sat  the  Director-general  of  the 
Army  Medical  Department ;  Mr.  J.  L.  Swan  (President 
R.C.S.I.) ;  Mr.  Edmund  Owen  (President  Med.  Soc.)  ; 
Sir  J.  Crich ton-Browne ;  Dr.  Granville  Bantock ;  Prof. 
Clifford  All  butt  (Prof.  Med.,  Cambridge)  ;  Dr.  Dudley 
Buxton  (President  Soc.  Ana^sth.) ;  Dr.  Lombe  Atthill  and 
Dr.  Clement  Godson.  At  the  other  four  tables  were  ranged 
the  remaining  guests  and  Fellows,  among  whom  might  be 
noted  the  Editors  of  the  British  Medical  Journal  and  Medical 
Press  and  Circular ^  Dr.  S.  A.  Hunter,  Dr.  P.  Z.  Hebert, 
Dr.  G.  A.  Simeon,  Dr.  J.  W.  Smyth,  Dr.  A.  W.  Wigmore, 
Dr.  Fitzgerald,  Dr.  T.  Neville,  Dr.  W.  M.  O'Connor,  Dr.  H. 
Downes,  Dr.  R.  A.  Clarke,  Dr.  M.  Robinson,  Dr.  Heywood 
Smith,  Dr.  A.  E.  Bridges,  Dr.  J.  Oliver,  Dr.  C.  H.  Bennett, 
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Dr.  L.  McManns,  Dr.  G.  D.  Wilson,  Dr.  S.  W.  Cheetham, 
Mr.  C.  Ryall,  Dr.  G.  Roe-Carter,  Dr.  W.  D.  Spanton,  Dr. 
W.  J.  Cameron,  Dr.  R.  H.  Hodgson,  Dr.  R.  T.  Bakewell, 
Dr.  H.  Macnaughton-Jones,  junr..  Dr.  Travers,  Dr.  F. 
Travers,  Dr.  Bellis,  Dr.  D.  Thomson,  Dr.  E.  T.  Collins, 
Dr.  R.  T.  Smith,  Dr.  W.  H.  Putsey,  Dr.  W.  Donovan, 
Dr.  W.  Dingle,  Dr.  W.  Armstrong,  Dr.  Mansell  Moullin 
(Hon.  Treasurer),  Dr.  Schacht  (Hon.  Editor),  and  Drs. 
G.  E.  Keith  and  A.  G.  Giles  (Hon.  Sees.). 

As  soon  as  dinner  was  over  the  President  rose  and 
said  : — The  first  toast  is  that  of  "  Our  venerable  Queen,  and 
the  other  members  of  the  royal  family."  Her  Majesty, 
venerable  from  her  years,  venerable  from  her  length  of  reign, 
and  most  venerable  for  her  private  attributes  as  a  woman, 
and  her  public  acts  as  a  Sovereign.  Not  often  in  future 
generations  will  it  be  given  to  the  citizens  of  any  State  to 
boast  of  a  Sovereign  so  illustrious  or  a  reign  so  remarkable. 
Of  His  Royal  Highness  the  Prince  of  Wales,  it  is  not  too 
much  to  say  that  there  is  not  in  any  country  a  prince  more 
popular  than  he.  The  cause  is  not  far  to  seek.  The  late 
Laureate  used,  in  reference  to  a  great  Irishman,  a  happy 
phrase,  when  he  said  that  he  was  rich  in  saving  common 
sense ;  and  it  is  to  this  remarkable  common  sense,  added  to 
the  kindliest  of  dispositions,  and  the  possession  of  all  those 
qualities  which  combine  to  make  him  the  foremost  gentleman 
in  England,  that  we  may  attribute  the  love  and  regard  that  he 
has  secured.  This  toast  is  to-night  a  specially  welcome  one. 
The  Prince  of  Wales  has  always  associated  himself  with  our 
philanthropic  undertakings,  charitable  institutions,  and  our 
scientific  aims  and  interests.  He  is  even  one  of  ourselves, 
as  a  Fellow  of  the  English  College  of  Physicians ;  but  if  you 
in  England  can  claim  the  Prince,  we  in  Ireland  can  boast  that 
Her  Royal  Highness  the  Princess  of  Wales  is  a  member  of 
that  University  of  which  I  am  proud  to  be  a  graduate. 
To-night,  as  I  have  said,  this  toast  is  peculiarly  happy,  from 
the  knowledge  that,  thanks  to  the  skill  of  British  surgery, 
the  Prince  has  quite  recovered  from  his  recent  accident. 
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This  toast  having  been  responded  to  with  the  usual 
enthusiasm  of  the  medical  profession,  Sir  J.  Crichton- 
Browne  proposed  the  next  toast — that  of  "The  Sister 
Societies  " — in  one  of  his  brilliant  specimens  of  after-dinner 
oratory  which  we  much  regret  we  are  unable  to  report 
verbatim,  and  of  which  no  mutilated  account  would  give 
an  adequate  impression.  The  substance  and  style  of  his 
remarks  were  conceived  in  his  happiest  vein  and  were 
highly  appreciated  by  his  audience.  Prof.  Clifford 
Albutt  and  Prof.  Japp  Sinclair  replied  in  markedly 
well-chosen  remarks  and  thoroughly  characteristic  style. 

In   rising    to    propose  the  toast    of    the    evening   the 
President  of  the  General  Medical  Council   (Sir  William 
Turner)  thanked  the   Society  for  the  honour  conferred 
on  him  by  selecting  him  to  propose  the  "  British  Gynaeco- 
logical  Society."     The   claim  which   the   Society  had  for 
recognition  amongst  professional  societies  did  not  rest  on 
its  antiquity.     It  had  not  reached  the  stage  of  being  able 
to  celebrate  a  centenary,  or  to  ask  its  friends  to  congratulate 
it  on  having  attained  a  jubilee,  or  even  a  silver  wedding. 
It  was  amongst  the  youngest  of  the  professional  societies, 
having  been  founded  some  fourteen  years  ago,  and  its  claim 
to  be  held  in  remembrance  was  based  upon  the  excellence  of 
the  work  done  by  its  Fellows,  and  the  contributions  which 
they  had  made  to  the  science  and  practice  of  the  branch 
of  the  profession  which  they  had  especially  applied  them- 
selves to  cultivate.    The  Society  arose  from  a  feeling  on 
the  part  of  many,  that,  owing  to  the  great  advances  which 
had  been  made  in  late  years  in  abdominal  surgery,  the  time 
had  arrived  when  a  Society  might  very  properly  be  formed 
consisting  of  those  who  undertook   the  treatment   of  the 
diseases  peculiar  to  women,  more   particularly  those  that 
required  surgical  interference.    The  Society  has  grown  and 
prospered  since  its  foundation,  and  its  published  Journal 
gave  ample  evidence  of  the  work  which  its  members  had 
done,  and  of  the  interesting  discussions  which  had  taken 
place  at  its  meetings.     One  could  not  but  admire  the  skill 
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and  courage  which  had  been  shown  in  devising  and  carrying 
through  the  operations  which  had  received  the  high- 
sounding  appellations  of  oophorectomy  and  pan-hysterec- 
tomy, and  one  could  not  but  congratulate  oneself  on  belong- 
ing to  a  sex  which  was  outside  the  range  of  these  forms  of 
surgical  practice.  The  Society  had,  however,  an  impersonal 
character,  and  in  wishing  it  a  continuance  of  its  labours 
and  prosperity,  one  would  like  to  associate  with  it  the  name 
of  the  President,  Dr.  Macnaughton-Jones,  who  had  presided 
over  them  that  evening  with  so  much  dignity  and  courtesy. 
His  position  as  President  of  the  British  Gynaecological 
Society  was  in  itself  a  proof  of  the  regard  and  esteem  in 
which  he  was  held  by  his  fellow  workers  and  colleagues,  and 
he  would  venture  to  congratulate  him  on  having  attained 
this  position,  notwithstanding  that  he  settled  in  London  at 
a  much  later  period  of  life  than  is  usually  the  case  with 
successful  practitioners,  and  without  the  adventitious  aid 
of  a  connection  with  a  large  general  hospital. 

The  President,  in  reply,  said  : — 

Sir  William  Turner,  Gentlemen, — My  first  duty  is 
to  express  the  thanks  of  the  Society  to  the  many  distin- 
guished visitors  who  have  honoured  us  by  their  presence 
here  to-night.  May  I  not  say  that  this  is  a  singularly 
happy  gathering,  for  we  have  here  well  represented  that 
triple  link  which  should  always  typify  the  physiological 
union  of  the  different  parts  of  the  United  Kingdom.  We 
have  also  here  representatives  of  those  various  departments 
of  medicine  which  the  art  that  we  represent  so  much 
depends  upon  for  its  progress.  Sir  William  Turner,  Sir 
J.  Crichton-Browne,  the  Director-General  of  the  Army 
Medical  Corps,  Professor  Japp  Sinclair,  are  worthy  repre- 
sentatives of  Scotland  ;  the  President  of  the  Irish  Royal 
College  of  Surgeons,  Sir  Philip  Smyly  and  Dr.  Lombe 
Atthill  (our  Honorary  Fellow)  of  Ireland  ;  the  President 
of  the  Medical  Society  of  Wales  ;  and  Sir  William  Broad- 
bent  and  the  Regius  Professor  of  Medicine  in  Cambridge 
University,   Dr.  Clifford  AUbutt,  of   England.    And   it   is 
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right  that  this  should  be  so,  for,  as  I  have  said,  gynae- 
cology owes  much  of  its  modern  position  to  an  improved 
knowledge  of  the  anatomy  and  physiology  of  the  genera- 
tive organs  of  women,  and  though  gynaecology  more  apper- 
tains to  the  surgical  art  than  to  pure  medicine,  we  must 
recognise  the  fact  that  while  the  physician  may  not  prac- 
tise gynaecology  as  a  special  branch,  no  man  can  be  a  good 
gynaecologist  who  is  not  also  a  good  physician.  It  can 
certainly  now  with  truth  be  asserted  that  no  branch  of 
surgery  has  so  advanced,  and  made  such  strides  in  so  short 
a  time,  as  that  of  gynaecology.  Witness,  as  a  proof  of  this, 
the  appearance  lately  of  that  unrivalled  work  of  surgery, 
unsurpassed  in  the  beauty  and  art  of  its  illustrations,  and 
its  pathological  and  operative  literary  merit.  Dr.  Howard 
Kelly's  "  Operative  Gynaecology."  Sir  J.  Crichton-Browne 
will,  I  think,  agree  with  me  when  I  say  that  many  subtle 
questions  of  a  psychological  nature  are  involved  in  the 
affections  of  the  generative  functions  in  women.  Anaes- 
thesia it  is  that  gives  us  in  difficult  and  anxious  moments 
ease  of  brain  and  freedom  of  hand,  both  of  which  I  have 
often  had  through  the  skill  of  the  President  of  the  Society 
of  Anaethetists,  Dr.  Dudley  Buxton,  who  is  present.  In  fact 
there  is  no  branch  of  our  art  which  gynaecology  does  not 
directly  or  indirectly  fringe  upon.  I  fear  that  not  long 
since  I  rather  startled  an  ophthalmological  section  of  the 
British  Medical  Association  by  reading  a  paper  by  which  I 
proved  that  it  was  as  necessary  for  an  ophthalmologist  to 
recognise  the  causes  outside  the  eye  that  must  be  taken  into 
account  when  treating  its  affections,  as  it  is  for  the  gynae- 
cologist to  recollect  that  errors  of  refraction  in  the  eye  may 
cause  symptoms  which  he  is  apt  to  attribute  to  some  morbid 
condition  of  the  pelvic  organs  in  neurasthenic  women. 
Happily  then,  as  I  have  said,  have  we  distinguished 
exponents  of  all  these  branches  present  this  evening.  Such 
is  the  School  of  Surgery  we  assume  to  represent  in  Great 
Britain,  and  we  must  be  prepared  to  ans>ver  the  questions — 
Do  we  creditably  represent  it  ?    Are  we  in  the  van  ?     Is  the 
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work  we  are  doing,  good  work  ?  Not  without  considerable 
experience  of  the  operative  work  done  abroad  by  some  of 
the  first  of  our  Continental  confreres,  do  I  assert  that  there 
is  as  good  operative  gynaecology  done  in  Great  Britain  as 
in  any  part  of  the  world,  and  by  Fellows  of  this  Society. 
We  are  not  above  learning  many  lessons  from  our  Conti- 
nental and  American  confreres.  The  secret  of  a  society's, 
as  of  a  man's,  success  and  advance,  is  the  ability  to  learn 
from  others  and  profit  by  their  errors.  It  is  on  the  recogni- 
tion of  the  mistakes  of  our  past  that  we  build  the  successes 
of  our  future.  The  man  who  knows  that  he  does  not  know, 
in  time  comes  to  be  the  man  who  knows  that  he  knows. 
So,  while  we  are  ready  to  take  lessons  from  any  source — 
even  from  the  North  of  England  Obstetrical  and  Gynae- 
cological Society,  which  our  friend.  Professor  Japp  Sinclair, 
so  worthily  represents  to-night — there  are  just  a  few  things 
in  which  we  feel  that  they  need  not  be  ashamed  to  take 
lessons  from  us.  Gentlemen,  I  think  we  may  say  that  the 
session  that  has  passed  has  been  a  successful  one.  Our 
Council  meetings  have  been  held  regularly,  our  ordinary 
meetings  have  been  well  attended,  the  matter  discussed  has 
been  good,  and  close  upon  a  hundred  new  Fellows  have 
joined  our  ranks.  During  the  year  an  address,  at  which 
some  of  the  leading  gynaecologists  of  Europe,  America  and 
Canada  were  present,  was  given  by  Professor  Martin  of 
Berlin,  and  was  listened  to  by  a  large  number  of  our 
Fellows.  This  dinner  aflFords  the  President  an  opportunity 
of  inviting  and  urging  the  Fellows  to  renewed  exertion  for 
the  coming  year,  and  inciting  each  individually  to  do 
something  to  raise  the  character  and  dignity  of  the  British 
Gynaecological  Society.  I  do  not  think  I  exaggerate  if  I 
say  that  jealous  eyes  are  upon  us.  Success  always  excites 
jealousy,  for  jealousy  is  the  reverse  side  of  the  shield  of 
success.  It  is  for  us  to  strive  so  to  increase  the  reputa- 
tion of  the  British  Gynaecological  Society  as  to  place  it 
above  the  reach  of  all  jealousy  by  permanently  earning 
for  it  the  name  which  it  now  bears,  of  being  the  accepted 
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exponent  of  the  most  advanced  school  of  British  Gynae- 
cology. 

Dr.  Bantock  followed  with  the  toast  of  "  Our  Guests," 
and  pointed  out  that  the  Society  was  honoured  by  the 
presence  of  many  distinguished  men — men  who  were  not 
only  distinguished  for  the  eminent  positions  to  which  they 
had  attained,  but  who  were  also  eminently  qualified  for 
those  positions. 

Two  great  institutions  were  represented  there.  The  first 
was  his  own  alma  mater,  the  renowned  University  of 
Edinburgh,  in  the  person  of  its  distinguished  professor  of 
anatomy,  Sir  Wm.  Turner,  the  worthy  successor  of  the 
illustrious  Goodsir,  of  whom  it  might  be  said  that  he 
was  gigantic  in  stature  as  he  was  gigantic  in  intellect.  He 
(Dr.  Bantock)  had  the  liveliest  recollections  of  the  time — 
over  forty  years  ago — when  he  had  the  privilege  of  attend- 
ing the  anatomical  demonstrations  of  Mr.  Turner  (as  he 
then  was),  demonstrations  so  clear,  so  interesting  and  so 
instructive,  delivered  with  all  the  energy  and  conscientious- 
ness that  are  so  characteristic  of  the  man,  and  with  an 
enthusiasm  which,  in  his  own  case,  was  eminently  con- 
tagious. Sir  William  was  also  President  of  the  General 
Medical  Council,  but  he  (Dr.  Bantock)  feared  he  did  not 
derive  from  his  labours  there  the  satisfaction  he  got  from 
his  professorship. 

The  other  institution  was  the  Royal  College  of  Surgeons 
of  Ireland,  which  was  represented  by  its  President,  Mr. 
Swan,  whom  they  were  glad  to  see  amongst  them. 

One  of  the  public  services  was  also  represented  by 
Dr.  Jameson,  C.B.,  in  his  capacity  of  Director-general,  R.A., 
M.C.  He  was  glad  to  be  able  to  claim  him  as  a  country- 
man, though  he  regretted  he  did  not  come  from  the  same 
University  as  himself.  But  Glasgow,  from  which  he  hailed, 
had  turned  out  many  notable  men,  and  would  continue  to 
do  so. 

Then  they  had  three  Societies  represented.  The  great 
British  Medical  Association,  the  largest  Society  of  medical 
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men  the  world  had  ever  seen,  in  the  person  of  its  President- 
elect, Dr.  Ward  Cousins ;  the  oldest  Medical  Society  in  Lon- 
don, viz.,  the  Medical,  in  the  person  of  its  President,  the 
genial,  humorous  and  dexterous  surgeon,  Mr.  Edmund 
Owen  ;  and  finally,  to  show  that  we  need  not  fear  the  deca- 
dence of  the  breed,  they  had  one  of  the  baby  Societies,  viz., 
the  Society  of  Anaesthetists,  represented  in  the  person  of  Dr. 
Dudley  Buxton,  its  President,  than  whom  he  knew  no  more 
able  exponent  of  the  subject  of  anaesthetics. 

There  were  men  also  whom  the  Queen  had  been  pleased 
to  honour.  Sir  William  Broadbent  was  sufficiently  well 
known  to  all  of  them.  He  had  the  honour  of  having  on  his 
right  the  brilliant  and  versatile  orator — one  whom  he  re- 
garded as  the  greatest  orator  of  whom  the  profession  could 
boast  at  the  present  day — his  fellow-student.  Sir  J.  Crichton- 
Brown,  and  lastly  a  distinguished  member  of  the  profession 
from  across  the  Irish  Channel,  Sir  Philip  Smyly,  whose 
acquaintance  he  was  glad  to  make. 

Even  this  did  not  complete  the  list  of  distinguished 
men,  for  they  had  the  honour  of  entertaining  the  Regius 
Professor  of  Medicine  in  the  University  of  Cambridge,  Dr. 
Clifford  AUbutt,  to  whom  they  had  had  the  pleasure  of  listen- 
ing that  evening ;  Dr.  Lombe  Atthill,  whom  they  would 
prefer  to  regard  as  a  distinguished  representative  of  their 
department  of  practice  than  as  a  member  of  the  General 
Medical  Council ;  and  lastly.  Professor  Japp  Sinclair,  a 
representative  of  our  special  branch  from  Manchester. 

Until  a  recent  date  the  realm  was  said  to  consist  of 
three  estates,  but  circumstances  had  compelled  the  recog- 
nition of  a  fourth,  viz.,  the  press.  It  was  unquestionable 
that  the  press  exercised  an  enormous  influence  in  this  and 
other  countries — notably  the  United  States  of  America — but 
it  was  doubted  whether  that  influence  was  exercised  for 
good.  He  was  inclined  to  be  charitable  and  to  believe 
that  in  the  majority  of  cases  it  was  exercised  with  a  bene- 
ficent intention.  They  had  their  own  press,  which  was 
devoted  to  matters  of  interest  in  the  profession,  and   that 
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press  was  represented  by  the  great  British  Medical  Journal 
in  the  person  of  Mr.  Geo.  Eastes,  and  by  a  journal  no  less 
worthy  of  our  respect  and  esteem,  the  Medical  Press  and 
Circular,  in  the  person  of  its  editor,  Dr.  Gubb. 

The  toast  was  coupled  with  the  names  of  Mr.  Edmund 
Owen  and  Mr.  Swan. 

Mr.  Edmund  Owen,  President  of  the  Medical  Society 
of  London,  returned  thanks  for  the  Visitors,  and  in  doing 
so  remarked  that  his  brother  visitors  had  requested  him 
to  offer  their  congratulations  to  the  fellows  of  the  Gynaeco- 
logical Society  for  the  success  which  it  had  attained.  It 
had,  indeed,  justified  its  existence  by  the  good  work  which 
it  was  doing  and  had  done.  Though  it  had  started  life  as 
a  protoplasmic  offshoot  from  a  highly  respectable  Society, 
it  seemed  to  be  by  no  means  certain  that  it  would  itself 
turn  out  respectable — so  people  said  at  the  time,  at  least. 
He  had  friends,  or  at  any  rate,  he  had  acquaintances,  who 
had  started  life  as  protoplasmic  offshoots  from  highly  re- 
spectable parents,  yet  did  not  themselves  turn  out  of  so  high 
a  character.  The  Gynaecological  Society  was  not  only 
respectable,  but  it  was  respected. 

Mr.  Owen  next  had  a  word  or  two  to  say  about  the  great 
Exhibition  which  was  to  be  opened  in  Paris  in  the  last  year 
of  this  century,  namely  in  the  spring  of  1900.  Arrange- 
ments had  been  going  on  for  a  special  exhibition  of  the 
parts  which  gynaecologists  had  removed  in  the  course 
of  their  daily  work.  But  when  it  was  discovered  that  an 
entire  annexe  of  the  exhibition  would  be  needed  for  the 
show  in  order  that  their  specialty  might  be  fully  and  fairly 
represented,  an  alternative  scheme  had  to  be  proposed.  This 
was  the  alternative,  and  it  had  been  cheerfully  and  manfully 
accepted,  namely,  that  the  parts  should  be  shown  which  a 
gynaecologist  had  left  in  an  abdomen  when  he  had  done  a 
"  pan-hysterectomy,"  or  what  he  called  a  "  completed " 
operation.  The  only  space  demanded  for  this  exhibit  would 
be  a  glass  case  of  about  6  in.  by  6  in.,  and  there  would  not 
be  much  in  that. 
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Mr,  Owen  then  made  some  good-humoured,  chaffing 
remarks  about  the  position  of  the  ''obstetric  physician/' 
whom  he  seemed  to  think  was  quite  out  of  date.  One  did  not 
know  at  the  present  time  if  that  gentleman  was  a  physician 
or  a  surgeon.  At  the  College  of  Physicians  they  deemed  him 
to  be  a  surgeon,  and  at  Lincoln's  Inn  Fields  they  regarded 
him  as  a  physician.  He  did  not  just  now  cure  many  of  the 
diseases  of  women  by  drugs  or  medical  treatment ;  indeed, 
he  did  not  profess  to  do  so,  and  he  operated  whenever  he 
got  the  chance.  Pall  Mall  East  shook  its  venerable  head 
and  refused  to  give  him  their  Fellowship.  Possibly /f/ir  ^'as 
not  quite  the  right  word,  as  each  happy  gentleman  who  was 
elected  to  have  the  Fellowship  given  him  had  to  pay  very 
heavily  for  it.  Still,  one  could  not  help  thinking  that  the  Pall 
Mall  East  authorities  were  right  in  considering  that  a  pure 
physician  could  not  be  an  operating  surgeon.  The  British 
Gynaecological  Society  had  a  work  to  do  in  educating  the 
profession  and  the  committees  of  hospitals  in  the  matter  of 
obstetric  physicians — so-called — ^and  the  needs  of  their  de- 
partments. The  Gynaecological  Society  had  treated  their 
guests  in  an  extremely  hospitable  manner,  but  in  a  manner 
which  was  quite  unusual  with  them.  The  habit  of  the  Gynae- 
cological Society  was  to  take  everything  out  of  the  inside  of 
those  with  whom  they  came  in  contact — everything  that  they 
could  lay  their  hands  on.  But  to-night  they  had  magnani- 
mously refrained  from  this  and  had  gone  on  the  opposite 
tack  ;  they  had  put  everything  into  the  inside  of  their  guests 
which  Ihe  best  culinary  art  could  devise,  and  had  taken 
absolutely  nothing  out.  Still  it  must  be  remembered  that 
the  visitors  were  all  of  the  male  sex.  He  did  not  think 
that  in  the  present  vigorous  state  of  the  Gynaecological 
Society  it  would  be  altogether  advisable  to  ask  ladies  to 
their  banquets.  There  might  be  a  point,  and,  perhaps,  not 
a  far  distant  one,  beyond  which  gynaecological  zeal  and 
hospitality  might  not  be  trusted.  But,  as  he  had  suggested, 
their  zeal  and  enterprise  had  been  that  evening  kept  in 
perfect  control,  though  their  hospitality  had  been  without 
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bounds,  and  for  both  these  mercies  the  visitors  returned 
their  sincere  and  grateful  thanks. 

Mr.  Swan  returned  thanks  for  the  guests  and  for  himself. 
His  hearers  were  aware  of  the  tendency  in  human  nature 
to  have  a  grievance — Ireland  had  many  grievances  of  which 
they  read  in  Ireland,  in  the  Times  and  Standard  and  other 
English  papers  in  which  parliamentary  reports  were  fully 
given.  They  were  proud  of  their  representative's  aptitude 
for  romantic  episode.  He  dined  last  night  with  a  body 
of  Irishmen,  an  Erin  in  London,  with  its  smiles,  but  with- 
out its  tears.  They  had  a  grievance  which  seemed  a  serious 
one.  A  gentleman  returned  thanks  for  the  guests.  He,  too, 
had  a  grievance.  Harley  Street,  he  said,  was  a  Pyrrhenean 
Valley,  a  Lourdes  in  London,  lined  with  hermits,  who  each 
had  a  grotto  of  his  own  and  took  toll  of  the  passing  pilgrim. 
His  grievance  was  that  there  were  too  many  Irish  hermits  ; 
that  they  tapped  the  procession  heavily,  and  that  the  very 
worst  of  them,  he  believed,  was  their  distinguished  chairman 
of  to-night. 

Dr.  LOMBE  Atthill  proposed  the  health  of  the  Presi- 
dent. He  said  he  did  so  with  pleasure  as  being  a  very  old 
friend.  The  President's  career  had  been  a  remarkable  one. 
Commencing  practice  in  the  city  of  Cork,  he  soon  attained 
a  leading  position  there.  He  did  more,  for  he  founded  a 
Lying-in  Hospital,  an  institution  which  does  good  work, 
educating  a  large  number  of  students  and  midwives ;  and 
if  provincial  practitioners  were  to  follow  the  President's 
example  and  endeavour  to  have  lying-in  charities  esta- 
blished in  the  large  towns  in  England — if  only  for  the  sake 
of  educating  midwives  they  would  be  doing  much  good. 
The  President  removed  to  London  but  a  short  fifteen  years 
since,  and  at  that  time,  though  a  stranger  without  friends, 
and  without  any  public  appointment,  he  gained  a  large 
practice  and  an  honourable  position.  This  was  due  to  his 
industry  and  energy,  no  less  than  to  his  professional  attain- 
ments. By  electing  him  President  of  the  British  Gynae- 
cological Society  the  Fellows  showed  that  he  had  also 
gained  the  confidence  and  esteem  of  his  profession. 
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Dr.  Atthill  concluded  by  thanking  the  Fellows  for  the 
honour  they  had  done  himself  by  electing  him  an  Honorary 
Fellow  of  the  Society. 

The  President,   in   reply,  said : — I    desire   to   thank 
Dr.  Lombe  Atthill  for  the  kind  and  friendly  manner  in 
which  he  has  proposed  my  health,  and  the  Fellows  gene- 
rally for  the  warm  way  in  which  they  have  received  it. 
Dr.  Atthill  has  been  one  of  the  foremost  pioneers  of  gynae- 
cology in  this  country,  at  a  time  when  it  was  yet  in  its 
infancy,  and  his  w^as  one  of  the  earliest  works  which  had 
given  an  impetus  to  the  study  of  our  modern  methods  of 
treatment.     I  am  pleased  to  see  many  old  friends  present 
to-night.     Dr.  Atthill   has  referred  to  my  early  career  in 
Ireland,  when  1  was  engaged  in  the  practice  of  many  other 
^'  ologies  "  besides  this  one,  at  a  time  when  I  little  imagined 
that  I  should  ever  occupy  the  Chair  of  a  British  Society  in 
the  English  Metropolis,  then  working  in  a  comparatively 
remote  city  in  Ireland,  and  he  has  not  exaggerated  the  diffi- 
culties of  my  London  career.     It  demanded  liberality  and 
breadth  of  mind  on  the  part  of  the  Fellows  to  place  me  in 
this  position — one  which  I  feel  myself  so  unw^orthy  of — 
inasmuch  as  I  am  aware  that  in  some  ways  I  have  ridden 
rough  shod  through  many  of  the  traditions  which  control 
medical  practice  in  London.    To  one  here,  I  am  glad  to 
have  an  opportunity  of  saying  that  I  have  never  forgotten 
a  warm-hearted,  generous,  and  kind  letter  which  he  wrote 
me  under  those  circumstances — I  refer  to  Edmund  Owen. 
He  will,  however,  not  mind  my  saying  that  I  think  he  has 
been  rather  hard  on  us  gynaecologists,  and  that  general 
surgeons  have  a  good  deal  to  answer  for  with  regard  to  their 
own  sex ;  for  if  my  memory  serves  me  rightly,  I  think  it 
was  at  the  Leeds  Meeting  of  the  British  Medical  Association, 
that  several  victims  to  prostatic  enlargement  exhibited  their 
ablated    glands,  and  still   more  recently,  another    radical 
operation   has   been  performed  for  this  condition,  leaving 
to  the  survivors  that  which  may  be  ornamental,  but  certainly 
is  not  useful. 
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To  be  President  of  a  Society  which  now  numbers  nearly 
six  hundred  Fellows,  amongst  which  are  representatives  of 
almost  every  country  in  Europe,  and  various  parts  of 
America,  and  of  all  our  Colonies,  is  a  position  the  occupant 
of  which  may  well  be  proud  of,  and  I  have  to  thank  you 
most  heartily  for  the  proof  of  your  kindly  appreciation  and 
goodwill  in  electing  me  to  it. 

Mr.  Jessett  brought  the  toast  list  to  a  close  by  proposing 
"The  Officers  of  the  Society,"  in  the  following  terms  :— At 
this  late  hour  of  the  evening,  I  will  not,  much  as  I  should 
like  to,  trouble  you  with  a  long  speech.  But  the  toast  that 
is  placed  in  my  hands  demands  a  few  words.  The  first 
body  of  officers,  which  consists  of  the  President  and  Vice- 
presidents  of  the  Council,  should  have  our  heartiest  thanks 
for  the  able  manner  in  which  they  have  managed  the 
business  of  the  Society  during  the  year.  The  Treasurer 
is  in  the  happy  position  of  having  a  goodly  balance 
at  his  hands,  of  which  he  takes  the  utmost  care,  and 
his  labours  must  on  occasions  be  great,  having  to  send 
out  and  remind  Fellows  that  their  subscriptions  are  due. 
To  the  Editor  of  the  Journal  perhaps  our  chief  thanks  are 
due,  as  nobody  reading  this  can  fail  to  understand  the  vast 
amount  of  work  that  is  entailed  in  collecting  and  arranging 
the  different  valuable  articles  and  abstracts,  so  as  while 
condensing  these  to  their  utmost  limits  none  of  the  pith  of 
the  articles  are  lost.  So  much  labour  does  this  entail  that 
the  Council,  at  the  wish  of  the  Editor,  has  appointed  two 
more  Editors  to  work  with  the  present  Editor.  Of  the 
Secretaries  nothing  more  need  be  said  than  that  which  is 
so  well-known,  viz.,  that  the  success  of  the  meetings,  the 
success  of  the  Society,  the  success  of  the  Annual  Dinner, 
which  we  have  all  so  much  enjoyed,  depends  to  a  very 
great  extent  upon  their  labour,  tact  and  judgment,  all  of 
which  good  qualities  are  embodied  in  our  present  Secretaries. 
Gentlemen,  I  will  say  no  more,  but  propose  the  toast  of 
"  The  Officers  of  the  Society,"  coupling  with  it  the  name  of 
the  Treasurer,  Dr.  Mansell  Moullin. 
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The  President  handed  to  Dr.  Mansell  Moullin  aii 
illuminated  address  conveying  the  good  wishes  of  the 
Council  on  the  occasion  of  his  marriage,  and  their 
appreciation  of  his  continuous  official  work  for  the  Society 
ever  since  its  foundation. 

Dr.  Mansell  Moullin,  after  thanking  the  President  for 
his  kind  address,  which  had  come  upon  him  as  a  complete 
surprise,  responded  for  "The  Officers  of  the  Society."  He 
said  that  during  the  long  period  he  had  fulfilled  the  duties 
of  Treasurer,  it  had  never  been  his  privilege  to  be  associated 
with  a  more  energetic  or  a  more  efficient  Executive.  It 
was  entirely  owing  to  the  popularity  of  their  President  that 
the  Society  could  boast  this  year  of  an  enormous  addition 
to  its  list  of  Fellows.  Such  an  addition  was  always  pleasing, 
regarded  from  the  Treasurer's  point  of  view,  but  he  thought 
it  was  a  matter  for  general  congratulation,  showing  as  it 
did,  more  clearly  than  anything  else,  the  position  of  the 
Society,  the  good  work  it  was  doing,  and  the  esteem  in 
which  it  was  held  by  the  profession  at  large.  The  Journal 
was  one  of  which  the  Society  might  well  be  proud.  It 
was  the  only  one  of  its  kind  in  Great  Britain,  and  worthily 
represented  British  Gynaecology.  He  hoped  that  under  the 
management  of  its  present  Editor,  Dr.  Schacht,  it  would 
long  continue  to  maintain  its  high  degree  of  excellence. 
The  Secretaries  were  indefatigable.  The  arrangements  of 
the  evening  and  the  success  of  the  dinner  were  due  to  their 
efiforts.  In  fact,  all  the  Officers  of  the  Society  worked  to- 
gether harmoniously  and  did  their  best  in  every  way  to 
promote  its  success.  He  thanked  the  Fellows  for  their 
kind  toast  and  the  cordial  manner  in  which  it  had  been 
received. 

The  various  items  of  the  evening's  entertainment  were 
interspersed  by  some  capital  vocal  music  by  Miss  Beatrice 
Willy  (soprano),  Mr.  W.  Andrews  (baritone),  Mr.  J.  Bromley 
(tenor),  which  added  a  pleasing  and  attractive  finish  to  one 
of  the  most — if  not  the  most — successful  of  the  Society's 
Annual  Dinners.. 
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REPORTS    OF    SOCIETIES. 

Seventieth    Congress  of  German    Naturalists   and 
Physicians,  Dusseldorf,  September,  18-24,  1898, 

Casarean  Section. — Frank  (Cologne),  from  an  experience  of 
thirteen  cases,  rejects  the  Porro  operation  save  for  exceptional 
cases.  The  direction  of  the  incision  is  very  important  to  the 
subsequent  health  of  the  woman,  if  not  so  *'  quoad  vitam"  The 
best  evidence  of  this  is  to  be  obtained  from  a  second  Caesarean 
section  on  the  same  patient ;  adhesions  are  always  found  to 
exist,  but  in  a  less  favourable  position  and  to  a  greater  degree 
when  the  incision  has  been  in  the  fundus  or  posterior  wall,  as 
then  the  uterus  must  always  be  rolled  forwards,  and  is  thus 
exposed  to  more  injury.  The  haemorrhage  does  not  depend  on 
the  direction  of  the  vessels,  but  upon  the  seat  of  the  placenta, 
which  in  ten  out  of  the  thirteen  cases  was  above  or  behind. 
When  the  incision  is  made  in  the  anterior  wall  it  is  easier  to 
protect  the  peritoneal  cavity ;  five  of  the  thirteen  uteri  were 
opened  in  situ;  if  infection  should  occur  the  lochia  find  their 
way  into  the  vesico-uterine  pouch,  where  they  are  easily  encap- 
suled.  The  anterior  incision  should  therefore  be  preferred,  and, 
moreover,  should  be  low  down,  as  with  the  tendency  of  the 
uterus  to  anteflexion  the  edges  of  the  wound  easily  come  into 
apposition.  The  incision  may  be  made  higher  up  if  from  the 
duration  of  labour  the  lower  segment  of  the  womb  is  greatly 
extended  and  there  is  danger  of  rupture.  He  showed  a  case 
in  which  utero-abdominal  fistulas  had  developed,  though  for 
eight  months  after  the  operation  by  incision  in  the  fundus 
(February  9,  1897)  the  woman  had  been  in  good  health. 

Everke  (Bochum)  had  performed  Cesarean  section  thirty- 
five  times — 25  conservative  operations,  6  Porro,  2  total  extirpa- 
tions— with  a  mortality,  independent  of  deaths  not  due  to  the 
operation,  of  14  per  cent.,  of  which  11  per  cent,  were  due  to 
sepsis.  Of  the  children,  30  were  born  alive  and  2  asphyxiated  ; 
3  were  dead  before  the  operation.  Of  18  women  discharged 
cured  after  conservative  operations  five  had  become  pregnant 
again.  He  believed  that  when  cases  were  taken  in  time  the 
results  of  Caesarean  section  were  not  more  unfavourable  than 
those  of  perforation,  and  that,  considering  how  many  mothers 
suffered  from  vaginal  and  perineal  injuries  after  the  latter, 
thought  that,  in  a  well-appointed  institution,  Caesarean  section 
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should  be  preferred  to  perforation  of  a  living  child.  When  the 
cases  were  seen  soon  enough  the  induction  of  premature  labour 
was  better.  Symphysiotomy  was  technically  harder  and  more 
unfavourable  to  both  mother  and  child.  Three  cases  of  atony 
were  a  warning  against  operating  before  the  onset  of  proper 
labour  pains.  He  was  not  in  favour  of  the  fundal  incision. 
The  essential  point  was  the  exact  suture  of  the  uterine  wound, 
and  latterly  he  had  inserted  internal  deciduous  stitches  knotted 
inside  the  uterus  as  well  as  deep  and  superficial  ones  on  the  peri- 
toneal side.  The  discussion  also  elicited  opinions  unfavourable 
to  the  fundal  incision. 

Freund  (Strasburg)  showed  sagittal  sections  of  a  six-months 
foetus,  a  new-born  infant,  and  a  girl  of  1 8  in  connection  with  a 
paper  on  Normal  and  Pathological  Conditions  of  Douglas's  pouch. 
He  held  that  a  low-reaching  Douglas  was  a  sign  of  post-natal 
arrested  development,  and  that  an  infantile  condition  of  this 
pouch,  combined  with  too  slight  inclination  of  the  pelvis  and 
marked  congenital  anteflexion,  was  the  cause  of  the  large  prolapse 
in  virgins  which  invariably  begins  with  hernia  of  Douglas's  pouch. 
He  drew  attention  to  the  existence  of  an  unbroken  strip  of 
mucous  epithelium  which  he  had  found  extending  from  the 
pavilion  of  the  tube  over  the  fimbria  ovarica  and  part  of  the 
posterior  surface  of  the  uterus  over  to  the  opposite  side.  Bayer 
has  described  a  similar  condition  on  the  wall  of  the  rectum  and 
in  the  vesico-uterine  pouch.  The  condition  is  important  for  the 
adherence  of  the  placenta  in  extra -uterine  gestation.  He  pointed 
out  that  by  the  peculiar  mode  of  attachment  of  Douglas'  pouch 
the  uterus  and  rectum  were  anatomically  separated  and  physio- 
logically independent ;  but  that  affections  of  the  large  intestine 
may  lead  to  agglutination  and  fixation  of  the  pouch,  and  so  to 
dysmenorrhcea,  painful  defalcation,  and  difficult  and  painful 
dilatation  in  childbed. 

Fehling  exhibited  his  new  kephalo-thrypt-helktor,  forming 
a  combined  cranioclast  and  cephalotribe.  It  is  without  the 
perforator  of  Auvard's  and  Zweifel's  instruments,  and  has  a 
sufficient  length  from  key  to  points  and  a  suitable  pelvic  curve, 
so  that  having  two  inner  blades  it  can  be  applied  to  the  head 
in  first  and  second  positions.  For  full  description  and  illustra- 
tions see  Centralblatt  f.  Gyn.^  1898,  s.  1177. 

Brennecke  (Magdeburg)  read  an  important  paper  on  the 
Regulation  of  Schools  of  Midwifery  and  Lying-in  Hospitals  in 
the  Organisation  of  the  Hygiene  of  Labour  and  Childbed. 

Nervous  Affections  after  Castration, — Schmitz  (Bonn).  Psychoses 
and  neuroses  have  been  frequently  observed  after  operative 
attacks  on  the  female  genital  organs,  and  instances  in  which 
individuals  hereditarily  so  disposed  have  become  neurasthenic 
from  too  much  attention  being  paid  to  their  abdominal  com- 
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plaints  are  extremely  numerous.  The  indications  for  partial 
or  general  castration  should  therefore  be  laid  down  with  very 
great  caution,  and  be  much  more  strict  than  those  accepted  by 
many  gynaecologists  at  present.  Two  factors  must  be  con- 
sidered in  the  nervous  troubles  after  castration — the  omission  of 
the  so-called  internal  secretion  and  the  great  shock  given  the 
nervous  system  by  the  operation.  The  author  recommended 
that  in  non-malignant  disease,  such  as  myoma,  if  the  uterus  be 
extirpated  the  ovaries  should  be  preserved,  or  one  of  them  if 
the  other  must  be  removed  ;  that  if  both  ovaries  must  be  taken 
away  the  uterus  be  left. 

Extirpation  of  the  Vagina. — A.  Martin  (Berlin)  after  discussing 
the  indications  for  the  extirpation  of  the  entire  vagina,  and 
describing  the  method  of  operating,  exhibited  a  carcinomatous 
vagina  removed  with  a  carcinomatous  uterus.  He  prefeis 
the  vaginal  to  the  sacral  operation,  and  has  operated  on  a 
woman  of  61  without  making  either  Olshausen's  perineotomy 
or  Diihrssen's  vagino- perineal  incision.  After  cutting  round 
the  hymeneal  ring  at  the  introitus,  he  was  able,  without  intro- 
ducing any  instrument  in  the  vagina,  to  detach  and  remove 
the  entire  vagina  with  the  uterus  and  ovaries.  The  funnel- 
shaped  wound  was  covered  by  drawing  down  the  peritoneum 
and  stitching  it  to  the  external  wound  in  the  hymeneal  ring. 
The  patient  made  an  uninterrupted  recovery,  from  the  first 
micturating  spontaneously.  She  had  a  gratifying  convalescence, 
and  seven  and  a-half  months  afterwards  the  local  condition  was 
satisfactory ;  a  granulation  the  size  of  a  pin's  head  has  still  to 
be  investigated.  The  operation  was  in  no  way  inconvenient. 
Martin  advances  no  opinion  as  to  whether  vaginal  carcinoma 
can  be  for  any  considerable  time  prevented  from  recurring,  but 
says  his  procedure  is  a  safe  operation  worthy  of  further  trial. 
The  vagina  was  removed  with  the  prolapsed  uterus  by  Chopin, 
and  more  recently  more  and  more  attention  has  been  given  to 
its  removal  in  the  most  severe  forms  of  prolapse.  Id  such 
cases,  when  the  results  of  the  usual  plastic  operations  with,  it 
may  be,  ventrofixation  or  extirpation  of  the  uterus,  have  been 
open  to  objection,  P.  MuUer  proposed  to  extirpate  the  vagina 
and  leave  the  senile  uterus  in  situ  or  merely  amputate  the 
collum.  But  this  proposal  must  be  rejected,  as  even  the  senile 
uterus  is  liable  to  serious  diseases.  Absence  of  the  vagina  no 
doubt  puts  an  end  to  sexual  intercourse,  but  in  desperate  cases 
such  a  sacrifice  is  outweighed  by  the  prospect  of  a  permanent 
cure,  and  perhaps  the  invagination  of  the  cicatrix  in  the 
introitus  may  suffice  for  the  purpose. 

After  observing  one  case  for  more  than  two  years,  during  the 
last  two  Martin  has  operated  on  six  old  women  with  enormous 
prolapse,  by  extirpating  both  uterus  and  vagina ;   he  also  in 
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another  case  removed  the  uterus  for  the  growth  of  myomata; 
in  another  for  tuberculosis  of  uterus,  ovaries,  and  both  tubes ; 
and  finally  in  a  young  nullipara,  who  had  elsewhere  undergone 
three  unsuccessful  operations,  including  ventrofixation  for  her 
prolapse.  She  was  able  to  work.  Both  adnexa  showed  old 
gonorrhoeal  suppiuation. 

Extensive  partial  extirpation  has  been  performed  by  Fritsch 
and  described  by  Asch,  but  Martin  removes  the  entire  vagina 
from  the  h^men  upwards ;  the  whole  of  the  conical  wound  is 
invested  with  peritoneum  drawn  down  and  stitched  all  round 
at  the  introitus.  The  vulva  itself  is  closed  by  transverse 
obliteration.  Healing  was  rapid  in  all  cases;  bladder  and 
rectum  maintained  their  normal  function,  and  by  the  constant 
retraction  of  the  ligamentary  stump  a  shallow  dimple  was 
formed  in  the  cicatrix.  The  first  case  in  which  the  entire 
vagina  was  removed  was  done  one  and  a-half  years  ago,  and 
when  personally  examined  more  than  nine  months  after  opera- 
tion the  cicatrix  was  in  a  most  excellent  condition. 

Discussion,  —  Veit  cannot  approve  of  such  an  extensive 
operation  for  prolapse,  even  when  limited  to  the  most  severe 
cases.  The  vagina  is  not  the  cause  of  the  prolapse,  and  should 
not  be  removed  with  the  womb.  Operation  should  be  early 
enough  to  prevent  such  desperate  cases  occurring,  and  for 
extreme  cases  we  should  not  attempt  radical  cure,  but  merely 
such  plastic  operations  as  will  enable  a  pessary  to  be  worn. 

Hofmeier  said  that  when  the  pelvic  connective  tissue  is  too 
relaxed  for  colporrhaphy  or  ventrofixation  to  offer  any  prospect 
of  success,  the  vagina  should,  after  extirpation  of  the  uterus, 
be  almost  entirely  removed  by  Asch's  method — vaginal  flaps 
being  everted,  the  peritoneum  separately  stitched  up,  and  the 
two  extensive  wounded  surfaces  afterwards  united. 

Frank.  Nothing  can  be  said  against  extirpation  of  the 
vagina  for  carcinoma,  and  the  operation  is  of  value  in  severe 
prolapse,  but  only  after  the  climacteric.  He  performed  it  as 
far  back  as  1887,  ^y  ligaturing  the  entire  mass,  in  which  he 
included  a  considerable  |X)rtion  of  the  pelvic  peritoneum,  and 
considered  it  important  to  do  so.  A  plastic  operation  should 
supplement  such  ligation. 

V.  Herff.  In  extirpation  of  the  vagina  for  carcinoma 
makes  a  curved  perineal  incision  between  vulva  and  vagina, 
detaches  the  rectum,  and,  after  opening  Douglas'  pouch, 
stitches  its  peritoneum  to  that  of  the  bladder,  and  thus  makes 
the  rest  of  the  extirpation  of  uterus  and  vagina  extra-peritoneal. 
In  prolapse  he  does  not  expect  success  from  any  operation, 
because  of  the  general  enteroptosis.  The  best  method  seems 
to  be  ventrofixation  with  extensive  colporrhaphy. 

Thorn  thought   that  in  vaginal  carcinoma,  in  view  of  the 
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doubtful  prospect  of  permanent  cure,  the  perineal  method  was 
not  worth  recommending ;  the  usual  propagation  of  the  disease 
showed  the  sacral  operation  to  be  the  best  to  prevent  re- 
currence. For  prolapse  he  makes  an  extensive  resection  of  the 
vagina,  uniting  much  parametric  tissue. 

Freund  (Strasburg).  The  essential  reason  of  the  failure  of 
operation  for  prolapse  of  course  lies  in  the  co-existing  entero- 
ptosis,  it  is  simply  irrational  to  cut  away  any  part  of  the  pelvic 
floor;  he  therefore  preserves  the  uterus,  returns  and  stitches 
it  in  the  vagina.  Three  women  cured  in  this  way  were  shown 
at  Frankfort,  but  the  uteri  atrophied,  and  this  operation,  there- 
fore, can  only  serve  when  the  function  of  the  uterus  can  be 
dispensed  with. 

Martin  replied  to  Hofmeier  that  the  peritoneum  is  not 
forcibly  dragged  down,  but  is  itself  prolapsed.  The  extreme 
cases  of  prolapse  must  be  relieved,  and  it  is  necessary  for 
permanent  cure  that  the  extirpation  of  the  vagina  should  be 
as  radical  as  possible,  and  the  incision  must,  therefore,  be  made 
in  the  hymeneal  ring. 

The  Limits  and  Results  of  Operative  Treatment  of  Extra-uterine 
Pregnancy. — Thorn  (Magdebiurg).  Our  knowledge  of  the  nature 
of  ectopic  pregnancy  has  been  materially  increased  by  its  opera- 
tive treatment,  more  especially  as  regards  the  first  three  months 
of  such  pregnancy.  Before  the  operative  era  this  condition  was 
only  known  from  its  results,  haematocele  and  intra-ligamentary 
haematoma,  of  all  cases  of  which  90  to  95  per  cent,  are  now 
accepted  as  consequent  upon  it.  The  multitude  of  operations 
show  that  ectopic  pregnancy  is  very  common,  its  frequency 
varying  with  the  locality,  and  being  greater  in  the  great  centres 
of  commerce  and  manufacture  than  in  country  districts. 

About  10  per  cent,  only  persist  more  than  three  months; 
in  the  rest  the  child  dies  with  the  well-known  consequences — 
rupture  and  abortion,  haematocele  and  the  formation  of  haema- 
toma. The  danger  of  this  result  has  been  much  exaggerated. 
On  the  basi^  of  false  statistics,  and  relying  on  the  favourable 
course  of  laparotomies,  more  and  more  operators  have  resorted 
to  active  treatment  in  order  to  avoid  this  danger,  but  though  no 
proof  has  yet  been  adduced  by  the  partisans  of  active  treatment 
that  expectative  treatment,  in  suitable  cases,  has  bad  results, 
men  continue  to  interfere  surgically  even  with  forms  of  ectopic 
pregnancy,  the  harmlessness  of  which,  under  proper  care  and 
supervision,  has  been  proved.  Martin,  for  instance,  operated  in 
77  of  89  cases,  and  as  9  of  the  remaining  12  died  under  expecta- 
tive treatment  we  must  suppose  that  they  were  past  hope  for 
successful  operation.  Kustner  seems  to  operate  just  as  freely. 
At  the  sixty-sixth  Congress  of  Naturalists  Thorn  insisted  that 
the  danger  of  haematocele  and  intra-ligamentary  haematoma  were 
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greatly  exaggerated,  and  that  the  only  indications  for  operative 
interference  were  haemorrhage  or  decomposition  ;  it  is  now  proved 
that  ectopic  pregnancy  frequently  terminates  in  haematocele  or 
haematoma,  and  its  prognosis  is  much  more  favourable  than 
would  appear  from  statistics.  Thorn  has  watched  136  cases  of 
tubal  pregnancy,  132  in  the  first  three  months.  Of  these,  30 
were  operated  on  by  laparatomy,  9  by  incision,  and  of  the  39 
two  died,  one  after  rupture  in  extremis^  and  one,  who  had  under- 
gone curettement  before  he  saw  her,  from  sepsis  ;  besides  these 
deaths  there  was  one  from  haemorrhage  after  rupture.  Under 
expectative  treatment  96  recovered,  and  only  13  had  any  subse- 
quent trouble,  which  for  the  most  part  was  due  to  previous 
perimetritic  processes;  no  woman  was  quite  incapacitated. 
Decomposition  was  the  indication  for  5  of  the  9  incisions ;  the 
other  4  were  made  to  expedite  cure,  and  did  not  do  so.  Thorn's 
principles  are  that  every  case  of  ectopic  pregfnancy  or  its  results 
should  be  placed  as  soon  as  possible  under  clinical  care.  Every 
ectopic  ovum  should  be  removed  by  laparotomy  if  living,  or  even 
though  dead,  if  still  in  its  ovisac,  as  soon  as  the  second  month  of 
pregnancy  has  elapsed  ;  an  ovum  of  not  more  than  eight  weeks' 
development  can  be  completely  resorbed  in  the  tube  without 
subsequent  ill  effect,  but  this  can  only  happen  under  firm 
clinical  control.  Threatening  symptoms  of  decomposition  or 
secondary  haemorrhage  appear  to  indicate  extirpation;  rupture 
and  haemorrhage  into  the  abdominal  cavity  call  for  immediate 
laparotomy ;  if  the  haemorrhage  cease,  and  if  a  circumspect 
examination  does  not  discover  any  tumour  in  the  uterine  region, 
we  should  wait.  If  there  be  a  tumour  in  the  tube,  the  ovum  is 
not  yet  expelled  and  laparotomy  is  out  of  place.  Recent 
haematocele  is  not  to  be  operated  on ;  a  rise  of  temperature  in 
the  first  week  does  not  point  to  decomposition  ;  nor  should  one 
proceed  to  operation  because  of  resorption  not  taking  place, 
until  six  weeks  at  least  have  elapsed. 

lUfu  Course  of  more-protracUd  Extra-uterine  Pregnancies, — H.  A. 
V.  Gu^RARD  (Diisseldorf).  Four  cases  in  the  fourth  and  sixth 
month ;  3  operated  recovered — the  other  died. 

(i)  1 1. -para,  aged  33.  Three  years  ago  after  last  con- 
finement, menopause  eight  to  nine  months,  then  copious 
haemorrhage  from  vagina  and  rectum — followed  by  irregular 
menstruation  and  constant  pain  in  right  side.  Extreme  decrepi- 
tude and  persistent  constipation  necessitated  operation.  To  the 
right  side  a  soft  irregular  tumour  extended  from  navel  deep  into 
the  pelvis ;  the  smaller  pelvis  was  entirely  filled  with  masses  of 
tumour. 

Treatment. — Separation  of  the  intestines,  evacuation  of  the 
foetal  sac,  which  contained  a  macerated  foetus  of  the  fourth  to 
fifth  month.     The  placenta  could  not  be  removed,  as  rupture 
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of  the  intestine  was  imminent.  There  was  a  sactosalpinx  as 
large  as  the  fist  in  Douglas'  pouch,  and  the  sac  communicated 
with  the  foetal  sac  and  the  rectum.  The  vagina  had  already 
been  opened,  and  the  two  cavities  were  now  plugged  from  below 
and  the  fcetal  sac  stitched  up  over  the  tampon.  Fever,  which  had 
been  present  (39*5 — 406°  C.)»  ceased  after  the  operation ;  the 
woman  was  quite  well  a  year  afterwards. 

(2)  IV.-para,  aged  33,  believed  herself  to  be  in  the  fifth 
month  of  a  normal  pregnancy.  Collapse  after  severe  exer- 
tion. The  foetal  movements  ceased,  and  examination  under 
narcosis  disclosed  extra-uterine  pregnancy  in  fifth  month. 
Operation  five  days  later.  There  was  much  blood  and  liquor 
amnii  in  the  abdominal  cavity.  The  foetal  sac  was  ruptured 
and  the  placenta  had  been  torn  by  the  rupture.  A  recently 
dead  foetus  was  extracted.  The  umbilical  cord  was  ligatured 
close  to  the  placenta.  On  account  of  the  danger  of  further 
haemorrhage  to  the  collapsed  patient  the  placenta  could  not  be 
detached  from  the  intestines.  After  opening  the  vagina,  plugging 
from  below,  resection  and  stitching  up  of  the  foetal  sac  and 
closure  of  the  abdomen,  uninterrupted  recovery. 

(3)  IV  -para,  with  chronic  gallstone  colic.  The  extra-uterine 
foetal  sac  has  some  considerable  time  ago  perforated  the  intestine. 
Constant  and  severe  haemorrhage  from  rectum  necessitated  an 
operation.  Extirpation  of  the  entire  foetal  sac,  extensive 
laceration  of  the  intestine,  which  was  fitted  and  stitched  up, 
ventrofixation,  then  cholecystotomy,  more  than  120  stones  re- 
moved ;  uninterrupted  recovery. 

(4)  III. -para,  aged  25.  Perforation  into  intestine;  operation 
declined.  After  three  months  euphoria  septic  peritonitis  from 
rupture  of  a  small  suppuration  sac  adhering  to  the  intestine 
(old  foetal  sac).  This  case  is  an  additional  proof  that  advanced 
extra-uterine  pregnancy  should  be  operated  on  at  once.  Danger 
may  return  aft^r  complete  euphoria.  When  total  extirpation  of 
the  foetal  sac  is  impossible,  Gu6rard  recommends  plugging  from 
below,  resection  and  stitching  up  of  the  foetal  sac,  and  closure  of 
abdominal  wound.  The  cavity  is  lessened  in  size,  the  recovery 
expedited,  the  external  closure  is  better  and  there  is  less  chance 
of  putrefaction  and  decomposition  on  account  of  the  free  dis- 
charge of  secretion,  less  irrigation  is  required,  and  there  is  surer 
protection  from  hernia  by  accurate  stitching  of  the  abdominal 
wall.  Moreover,  the  convalescence  of  the  patient  is  much 
pleasanter  without  the  protracted  pluggings  and  irrigations 
from  the  abdominal  side.  The  tampons  should  consist  of  long 
narrow  strips  easily  removed. 

,0n  the  Treatment  of  early -perished  Extra-Uterine  Pregnancy. — ^J. 
Veit  (Leyden).  All  agree  that  when  the  foetus  is  alive  in  the 
early  months  of  an  extra-uterine  pregnancy,  the  extirpation  of 
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the  foetal  sac  should  be  undertaken  at  once  to  avoid  the  danger  of 
a  sudden  rupture,  but  practically  it  is  comparatively  rare  for  this 
point  to  come  in  question,  because  the  condition  is  seldom  dia- 
gnosed (specimen  shown).  If  the  development  of  the  foetal  sac  lie 
ended  by  the  death  of  the  foetus  the  principles  of  treatment  are 
not  everywhere  the  same,  in  a  valuable  work  Fehling  has 
thoroughly  discussed  the  indications  for  treatment.  Pathologi- 
cally it  seems  to  Veit  noteworthy  that  hsematocele  may  co-exist 
with  and  be  almost  independent  of  tubal  abortion,  and  also  that 
rupture  may  occur  after  the  death  of  the  foetus  (specimen  shown) ; 
also  that  as  various  symptoms  occur  after  the  aeath  of  the  foetus, 
it  is  only  when  the  foetus  is  alive  that  rupture  occurs  unexpectedly ; 
and  that,  as  Fehling  says,  the  diagnosis  of  tubal  abortion,  with 
or  without  haematocele,  is  only  one  of  probability,  and  often 
all  that  can  be  certainly  recognised  is  the  presence  of  a  tubal 
tumour. 

When,  in  the  early  stages  of  ectopic  pregnancy,  the  foetus  is 
dead  and  there  is  well  marked  haematocele,  Veit  declares  one 
should  not  oi>erate ;  that  the  retention  of  a  dead  ovum  in  the 
tube,  tubal  abortion,  with  or  without  haemotocele  when  the 
haemotocele  is  solitary,  should  be  treated  like  any  other  tubal 
disease,  ».f.,  that  the  indications  for  operation  depend  on  the 
symptoms  and  scrupulous  consideration  thereof.  Decision  is 
not  urgent.  Not  always,  but  much  seldomer  than  has  hitherto 
been  accepted,  is  it  necessary  to  operate. 

£.  Falk  (Berlin).  It  is  extremely  di£Bcult  to  decide  whether 
a  case  is  one  of  rupture,  complete  abortion  with  ejection  of  the 
ovum  into  the  abdominal  cavity,  or  incomplete  with  retention 
of  the  dead  ovum  in  the  tube,  since  even  in  the  two  latter 
cases  there  may  be  serious  haemorrhage  into  the  abdominal 
cavity  either  from  extensive  lacerations  of  the  abdominal  end 
of  the  tube  or  from  bleeding  from  the  placental  site.  Unless 
haematocele  be  quickly  formed  we  must  operate « even  for  tubal 
abortion.  Large  haematoceles  were  formed  in  two  of  twelve 
cases  during  the  last  two  years,  and  cured  under  expectative 
treatment;  abdominal  section  had  to  be  done  in  ten  women, 
nine  of  whom  recovered ;  in  eight  instances  a  large  quantity 
of  blood  was  free  in  the  abdominal  cavity.  Five  of  these  ten 
cases  were  abortions,  five  well  marked  rupture;  in  two  there 
was  laceration  of  the  ampulla  by  the  passage  of  the  aborting 
ovum,  and  finally,  in  one  a  secondary  abdominal,  after  rupture 
of  a  primary  tubal  pregnancy.  In  contrast,  therefore,  to  patho- 
logical anatomy,  it  is  not  possible  to  distinguish  clinically 
between  tubal  abortion  and  tubal  rupture.  But  it  is  impor- 
tant to  ascertain  whether  the  effused  blood  has  been^  or 
probably  will  be,  encapsuled.  If  so  the  operation  should  be 
delayed ;  if  not,  abdominal  coeliotomy  is  indicated. 
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Frommel.  Expectative  treatment  is  right  in  all  cases  of 
tubal  abortion,  but  even  an  exact  examination  will  frequently 
fail  to  show  whether  the  ovum  is  retained  or  not.  Expectation 
is  indicated  by  haematocele,  and  only  to  be  abandoned  on  specific 
reasons. 

V.  Herff  concurred,  pointing  out  that,  in  the  interest  of 
the  woman,  any  exhaustive  examination  was  to  be  avoided 
directly  after  rupture. 

Everke  also  advocated  expectation. 

Freund.  To  operate  or  not  entirely  depends  on  the  possi- 
bility of  an  exact  diagnosis.  Examination  so  exact  as  Thorn 
desires  is  perilous.  The  thing  to  ascertain  is  whether  the  tube 
is  ruptured  or  whether  the  case  is  merely  abortion,  as  then  one 
may  count  on  the  formation  of  an  hsematocele.  Only  when 
very  infantile  does  a  tube  rupture ;  a  normal  tube  is  capable  of 
great  distension — if  the  ovum  is  not  discharged.  Myxomatous 
degeneration  of  the  chorion  may  cause  rupture,  but  unfortu- 
nately cannot  be  diagnosed.  If  in  a  woman  with  symptoms  of 
internal  haemorrhage  one  meets  with  other  evidence  of  infantilism, 
deficient  inclination  of  the  pelvis,  badly  developed  mammae, 
very  prominent  clitoris,  &c.,  one  may  suppose  a  rupture,  and 
should  operate  at  once ;  in  abortion,  one  may  wait  a  considerable 
time. 

Martin  distrusted  the  possibility  of  diagnosis.  He  had  met 
with  free  haemorrhage  through  a  small  gap  in  the  thick  cortex 
of  an  haematocele  after  fourteen  days'  quiescence,  and  is  there- 
fore undecided  whether  expectation  or  operation  is  to  be  preferred 
in  haematocele.  It  is  only  under  clinical  observation,  when 
operation  can  be  immediate,  that  a  woman  can  be  at  all  safe. 

Fehling  spoke  of  the  danger  of  examination  for  the  sake  of 
diagnosis  under  anaesthesia  in  the  patient's  home.  Each  case  of 
haematocele  must  be  considered  absolutely  upon  its  own  merits. 
Operation  was  sometimes  the  best  treatment. 

Thorn  replying,  by  no  means  wished  examination  to  be 
rough  or  forcible ;  but  cautious  investigation  should  decide 
whether  abortion  was  complete  or  incomplete.  If  the  tube 
exhibits  a  tumour  one  should  operate — if  not,  wait ;  examination 
can  do  no  harm  in  the  latter  case.  The  danger  of  ectopic 
gestation  is  over-estimated  by  practitioners. 

On  Ovary  Transplantation. — Arndt  (Berlin).  In  1895  Knauer 
first  transplanted  the  ovary,  and  maintained  that  the  organ  trans- 
planted in  rabbits  into  the  broad  ligament  of  the  same  side 
not  only  grew  but  discharged  its  function.  In  1896  Grigorieff 
repeated  the  same  experiment  in  twelve  rabbits  and  obtained 
four  pregnancies.  At  the  close  of  1897  Knauer  also  obtained 
a  pregnancy  ending  normally  in  the  birth  of  two  young  ones. 
These  results  contradicted  all  previous  physiological  ideas. 
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Grigorieff  and  Knauer,  to  facilitate  confirmation,  gave 
accurate  descriptions  of  their  proceeding.  The  former  insisted 
that  most  careful  asepsis  was  the  chief  condition  for  the  success 
of  the  experiment.  He  secured  the  ovary  in  the  peritoneal  fold  of 
the  ligament,  and  his  method  is  free  from  objection.  Knauer's 
way  of  operating  leaves  reason  to  suppose  that  some  remnant  of 
the  organ  may  have  been  left  in  situ. 

Arndt  has  carried  out  fifteen  experiments  on  nineteen 
animals ;  transplanting  the  ovaries  to  the  broad  ligaments  eleven 
times,  interchanging  the  ovaries  of  one  rabbit  with  those  of 
another,  at  the  same  time  transplanting  them  to  the  broad 
ligament  twice,  and  twice  transplanting  the  ovaries  of  a  rabbit 
to  the  broad  ligaments  of  a  cat  and  vice  versd.  All  these  experi- 
ments were  followed  by  atrophy  of  the  entire  genitals.  He 
killed  and  examined  three  rabbits  and  ascertained  that  there  was 
atrophy  of  the  ovaries.  Though  they  may  heal  after  transplan- 
tation in  a  short  time — from  six  to  twelve  weeks — they  waste 
away  like  the  uterus  and  its  comua.  (The  atrophied  genitals 
and  ovaries  were  exhibited.) 

Martin  remarks  that  this  additional  evidence  against  the 
hopefulness  of  ovary  transplantation  supports  Schmitz*  state- 
ments as  to  the  caution  with  which  castration  should  be 
undertaken. 

Knauer  {Centralhlatt  f.  Gyn,,  1898,  1257)  upholds  the  scientific 
accuracy  of  the  results  arrived  at  by  Grigorieff  and  himself. 

J.  J.  M. 
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Prolapse  OF  THE  Omentum  after  Vaginal  Extirpation  of  the 
Uterus  and  Adnexa.  By  B.  Medanic.  Centralblatt  f.  G., 
No.  15,  1898. 

Four  weeks  after  the  discharge  of  the  patient  from 
Rokitansky's  Clinic,  prolapse  of  the  omentum  occurred  with- 
out direct  cause,  and  gave  rise  to  dragging  pains  in  the 
abdomen  radiating  from  the  gastric  region.  In  the  vaginal 
vault,  in  the  place  of  the  portio  and  in  the  left  side  of  the 
transverse  rather  hard  cicatrix,  a  smooth  soft  tumour  was  felt 
which,  on  the  withdrawal  of  the  examining  finger,  descended 
as  far  as  the  introitus  and  lay  like  a  ribbon  in  the  vagina, 
and  to  the  naked  eye,  and  microscopically,  proved  to  be  the 
omentum.  An  operation  was  determined  on  but  proved  unneces- 
sary, as  reduction  took  place  spontaneously. 

£.  Fraenkel  (Breslau).     Ibid.f  No.  19. 

Fraenkel,  after  a  radical  Doyen- Landau  operation  on  a 
woman  aged  44,  for  retroflexion,  chronic  hyperplastic  metritis 
and  perimetritis,  fearing  that  ileus  was  coming  on,  removed  the 
tampon  forty-eight  hours  after  the  operation.  Prolapse  of  the 
omentum  occurred  on  the  third  day,  but  reduced  spontaneously 
in  the  knee-elbow  position.  There  was  no  infection  of  the 
peritoneum  by  the  returned  omentum,  a  fact  attributed  by 
Fraenkel  to  the  agglutinisation  of  the  intestines  which  took 
place  round  a  gauze  drain  soon  after  its  introduction. 

Peritoneal  Adhesions.  By  P.  Rissmann  (Hanover).  Ccn- 
tralblattf,  Gyn.,  No.  27,  S.  705. 

Rissmann 's  article  is  principally  directed  against  the  statement 
of  ten  Brink,  that  all  gangrenous  peritoneal  scabs  are  due  to 
bacterial  adhesions.  As  early  as  1896  Rissmann  proved  experi- 
mentally that  peritoneal  adhesions  could  be  formed,  though  no 
bacteria  could  be  discovered  by  cultivation  or  the  microscope. 
The  persistent  sterility  of  agglutinations,  nine  and  ten  days  after 
operation,  that  Rissmann  then  proved,  he  has  recently  demon- 
strated as  soon  as  twenty-four  hours  after  operation,  and  does 
not  think  that  the  old  theory  of  infection  is  supported  by  ten 
Brink's  work. 
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Instrumental  Laceration  of  the  Uterus  in  Supposititious 
Pregnancy — Abdominal  Section — Recovery-  By  H.  A. 
VON  GuiRARD  (DQsseldorf).     Centralblati  f.  Gyn,^  S.  708. 

This  remarkable  case  affected  a  secundipara  of  27,  who  at 
the  close  of  her  imaginary  pregnancy  suffered  from  attacks  of 
suffocation.  The  medical  man  in  attendance  introduced  a 
bougie  into  the  uterus  to  induce  labour.  Guerard  found  the 
woman  in  a  fever  with  a  distended  abdomen ;  the  uterus  was 
only  8  cm.  long,  while  the  bougie  entered  for  20  cm.  He 
excluded  pregnancy,  and  diagnosed  perforation  of  the  uterus. 
Laparotomy  disclosed  tuberculous  peritonitis  with  great  ascites, 
which,  with  premature  climacteric,  had  suggested  gravidity.  A 
laceration  in  the  left  side  of  the  uterus  was  closed  by  continued 
suture,  and  the  woman  had  an  uninterrupted  recovery. 

Instrumental  Perforation  of  the  Uterus.  By  H.  Queis- 
NER  (Bromberg).     Ctntralblatt  f.  Gyn,^  S.  712. 

In  a  woman  of  42,  with  fixed  retroflexion  and  severe  flood- 
ing, after  detaching  the  uterus  in  Schultze's  way,  Queisner 
introduced  a  sound,  and  afterwards  washed  out  the  cavity 
through  a  Fritz-Bozemann  catheter.  Although  no  great  pres- 
sure was  used  the  catheter  perforated  the  uterus,  but  the 
accident  had  no  untoward  result,  and  he  believes  the  instrument 
must  have  accidentally  hit  on  a  spot  denuded  of  peritoneum 
during  the  forcible  separation  of  the  adhesions. 

On  the  Relation  between  the  Thyroid  Gland  and  the 
Female  Sexual  Organs.  By  G.  N.  de  Voogt  (Arnheim). 
Centralblatt  f.  Gyn.y  S.  713. 

The  author  thinks  the  following  case  upsets  the  theory  of 
connection  between  the  thyroid  and  female  genitals  alleged  by 
Freund  and  others.  A  maid  of  15  with  a  large  bronchocele 
underwent  laparotomy  for  an  ovarian  dermoid  cyst.  Menor- 
rhagia, which  had  been  irregular  and  profuse,  ceased  after  the 
operation,  but  the  bronchocele  remained  unaltered  for  three  and 
a  half  months.  In  Voogt's  opinion,  if  Freund's  view  were 
correct,  the  bronchocele  should  have  disappeared  after  the 
extirpation  of  the  ovarian  tumour. 

The  Treatment  of  Injuries  to  the  Ureters.  By  R.  Futh 
(Metz).     Centralblatt  f.  Gyn.,  S.  729. 

If  a  ureter  be  injured  during  laparotomy  one  should  always, 
in  the  first  instance,  endeavour  to  lead  it  into  the  bladder ;  if 
this  proves  impossible,  even  when  the  bladder  is  freed  and 
displaced,  the  kidney  must  nearly  always  be  lost.  Our  only 
choice  is  primary  extirpation  of  the  kidney,  engrafting  of  the 
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ureter  in  the  intestine,  or  ligature  of  the  central  end  of  the  ureter 
with  the  necessity,  if  uraemia  supervenes,  of  making  a  fistula 
into  the  pelvis  of  the  kidney  or  removing  the  organ  by  a  secon- 
dary operation.  In  operating  on  a  woman  of  49  with  a  large 
uterine  myoma  and  an  ovanan  cyst  twice  the  size  of  a  man's 
head,  the  two  tumours  weighing  together  40  lbs.,  the  author 
accidentally  took  away  10-12  cm.  of  the  right  ureter.  He  liga- 
tured the  proximal  end  of  the  ureter.  Except  for  a  slight  fever 
on  the  third,  and  from  the  nineteenth  to  twenty-second  day,  the 
course  of  recovery  was  undisturbed ;  the  hydro-nephrosis  of  the 
right  kidney  gave  no  trouble,  so  that  the  patient  was  discharged 
six  weeks  after  the  operation  without  further  interference. 
Futh  detected  in  the  right  hypochondrium,  seven  months  later, 
a  swelling  as  large  as  a  child's  head,  of  which  the  woman  had 
been  unaware. 

Two  Cases  of  Sectio  Ci^SAREA  Conservativa,  by  Incision  in 
THE  Fundus.  By  Riedinger  (Brunn).  CetUrMlatt  f.  Gyn., 
S.  762. 

Both  cases  were  successful.  In  a  subsequent  examination 
of  the  first,  Riedinger  remarked  that  the  uterus  was  elevated 
as  much  as  six  finger  breadths  above  the  pelvis  and  was 
adherent,  and  this  suggested  to  him  a  doubt  whether  the  fundal 
incision  might  not  often  result  in  an  unintended  ventrofixation. 
In  another  case  fistula  in  the  abdominal  wall  occurred  leading 
into  the  uterus.  Similar  fistulae  from  the  fundus  into  the  in- 
testines might  have  been  most  dangerous,  and  he  awaits  the 
experience  of  others  as  to  the  value  of  the  fundal  incision. 

The  Combination  of  the  Transverse  Fundal  Incision  with 
Resection  of  the  Tubes.  By  J.  Halbon  (Vienna). 
Centralblatt  f,  Gyn.j  S.  815. 

On  a  1 1. -para  of  31  with  generally  contracted  rickety  pelvis, 
who  had  three  years  previously  undergone  a  conservative 
Caesarian  section,  Schauta  performed  Caesarian  section  by 
Fritsch's  transverse  incision,  with  the  addition  of  resection  of  the 
tubes  to  ensure  sterility.  In  so  doing  he  followed  Neumann's 
suggestion,  cutting  out  a  wedge  of  uterine  substance  containing 
the  pars  intermedialis  t)n  either  side.     Uninterrupted  recovery. 

Hydrocele  FeminvE.  Hydrocele  of  the  Round  Ligament 
OF  THE  Uterus.  By  Ferd.  Noll  (Hanau).  Centralblatt 
/.  Gyn.,  S.  765. 

The  author  gives  three  cases  of  cysts  of  the  round  ligament 
which  appeared  in  the  form  of  inguinal  hernia  and  were  happily 
treated  by  operation.    The  first  case  was  possibly  a  hydrocele 
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of  the  processus  vaginalis  peritonei ;  both  the  others  he  con- 
sidered true  hydrocele  peritonealis  saccata.  He  quotes  Klob 
Weber  and  KoUiker  u|X)n  the  origin  of  this  so-called  hydrocele, 
saccata  vel  cystica,  and  draws  attention  to  the  remarkable  fact 
that  while  hydrocele  is  generally  found  in  childhood  in  males, 
it  is  seldom  detected  till  the  riper  years  in  women. 

Extra-Uterine  Pregnanxy  nearly  to  Term — Abdominal 
Section — Extraction  of  Live  Child— Recovery  of 
Mother.  By  Fr.  Neugbbauer  (Warsaw).  Ceniralblatt  f. 
Gyn.^  1898,  S.  785. 

Multipara,  aged  36.  A  mature  fcetus  in  the  abdomen,  no  trace 
of  ovisac,  the  placenta  on  the  posterior  wall  of  the  bladder. 
Tamponnade  of  the  placental  site  and  abdominal  suture.  The 
child  lived  nine  hours.  The  mother  was  discharged  after  two 
months  with  an  abdominal  fistula. 

Neugebauer  supposes  that  the  pregnancy  was  originally 
tubal,  and  that  after  rupture  the  child  continued  to  develop  in 
the  abdomen.  In  seventy-nine  published  cases  of  operation  for 
ectopic  pregnancy  the  ovisac  had  been  ruptured  in  forty-five.  Of 
the  mothers,  forty  recovered.  The  question  whether  one  should 
operate  as  soon  as  possible,  or  wait  till  the  child  is  dead,  and  in 
the  latter  case  operate  immediately  or  wait  further  till  the 
placenta  has  perished,  is  for  Neugebauer  not  yet  decided.  He 
considers  laparotomy  to  obtain  a  living  ectopically  developed 
foetus  the  most  dangerous  of  all  obstetric  operations.  This  view 
is  opposed  to  that  of  most  German  obstetricians,  who  consider 
every  extra- uterine  pregnancy  as  a  malignant  new  growth 
{Wcfth)  to  be  removed  in  any  stage  of  gestation. 

Walter  Wreke  (Hanover)  relates  a  similar  case  of  a  forty-year 
Vn.-para  with  a  ruptured  tubal  pregnancy  in  the  sixth  to  seventh 
month.  The  child  was  alive,  but  died  four  hours  after  laparo- 
tomy. The  placenta  was  not  removed  for  fear  of  haemorrhage, 
but  was  tamponned,  and  when  it  had  been  got  rid  of  six 
weeks  later  in  a  putrid  condition  under  feverish  symptoms,  the 
mother  recovered.  A  ventral  hernia  appeared  later,  but  was 
remedied  by  a  second  laparotomy  combined  with  a  ventrofixa- 
tion on  account  of  commencing  prolapse  of  the  vagina  com- 
pilcated  by  retroflexion. 

Tussis   Uterina  and   Similar   Reflex    Symptoms.      By   O. 
SchXffer  (Heidelburg).    Centralblatt  f.  Gyn.^  S.  8ig. 

Sch&ffer  observed  that  a  woman  whom  he  plugged  for 
menorrhagia  had  a  short  dry  cough  each  time  the  anterior  or 
posterior  vaginal  vault  was  touched ;  the  patient  was  extremely 
neurasthenic.      In   predisposed   subjects,    this    nervous    reflex 
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cough  may  be  caused  by  vaginal  examination  or  by  patho- 
logical processes  in  the  broad  ligament,  or  especially  in  Douglas* 
pouch  ;  it  is  due  to  excitation  of  the  sensory  terminations  of 
the  inferior  hypogastric  and  spermatic  plexus,  the  middle  and 
inferior  haemorrhoidal  nerves,  and  their  ganglia  in  the  broad 
ligament.  In  such  cases,  when  the  sexual  affection  seems  to  be 
associated  with  neuropathic  susceptibility,  local  treatment  is 
rapidly  beneficial. 


Errors  in  the  Diagnosis  op  Abdominal  Tumours.     By  H. 
Schroder  (Bonn).     Centralblatt  f,  Gyn.^  S.  11 24. 

(i)  A  woman  of  44  had  suffered  from  an  abdominal  tumour 
for  seven  years  ;  it  had  been  punctured  and  had  discharged  ten 
litres  of  fluid.  Her  abdomen  was  full  of  knotty  tumours  sup- 
posed to  be  bilateral  multilocular  ovarian  cysts,  but  proving 
on  operation  to  be  a  cystic  tumour  of  the  liver.  She  died  in 
collapse.  (2)  A  hard  painful  tumour  had  existed  for  five  years 
in  the  right  ileocaecal  region  of  a  woman  of  42.  It  was 
diagnosed  as  a  malignant  ovarian  tumour,  but  turned  out  to  be 
a  carcinoma  of  the  gall  bladder,  and  was  amputated  by  the 
Paquelin  cautery.  She  recovered.  Schroder  discusses  the 
grounds  which  led  to  the  mistake. 

[J.  Mayer  (Lemberg),  relates  in  the  Wiener  k,  Wchschrft,  that 
a  splierical  tumour  in  the  right  abdomen  taken  for  an  ovarial 
cystoma  proved  on  operation  to  be  a  dermoid  cyst  (containing 
a  pea-soupy  fluid  and  black  hair),  attached  by  a  short  pedicle  to 
the  mesentery  underneath  the  right  angle  of  the  colon.] 


New    Forceps-Method    for  Abdominal    Panhysterectomy. 
By  D.  Stapler  (S.  Paulo).    Centralblatt  /.  Gyw.,  S.  1153. 

The  author  is  a  warm  supporter  of  the  compression  forceps 
in  panhysterectomy,  but  prefers  the  abdominal  to  the  vaginal 
method.  To  allow  the  abdominal  wound  to  be  closed  he  has 
designed  new  forceps  to  be  applied  from  the  abdominal  side  and 
withdrawn  from  the  vagina.  They  are  formed  of  parallel  elastic 
steel  rods  united  by  a  lock  behind  and  carrying  a  toothed  spring 
catch  in  front.  The  rods  are  grooved  lengthwise  as  shown  in 
the  illustrations,  and  are  10  to  15  cm.  long  by  06  to  0*7  cm. 
broad.  After  the  uterus  is  drawn  forwards  and  the  vagina 
opened,  the  ligaments  and  uterine  vessels  are  compressed  by  the 
forceps,  the  catches  of  which  are  turned  down  into  the  vagina. 
The  uterus  is  then  extirpated  and  the  abdominal  wound  sutured. 
The  forceps  are  removed  per  vagittam  after  forty-eight  hours. 
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Massage  in  Post-operative  Ileus.    By  H.  Haberlin  (Zurich). 
Centralhlatt  f,  Gyn,y  S.  1164. 

A  woman  of  33,  on  whom  for  a  fixed  retroflexion  the  author 
detached  the  adnexa  and  performed  a  ventrofixation,  had  attacks 
of  colic.  A  soft  resistance  could  be  felt  in  Douglas*  pouch. 
Flatus  was  passed  after  forced  massage  of  that  resistance  between 
a  finger  in  the  rectum  and  the  other  hand  in  the  left  groin  ;  and 
after  repetition  of  the  massage  on  the  following  day  both  gas 
and  faeces  were  discharged,  after  which  the  patient  made  a 
normal  recovery. 

Haberlin  considers  the  case  one  of  post-operative  ileus  due 
to  incarceration  of  a  loop  of  intestine  in  Douglas'  pouch,  and 
for  this  accident  recommends  massage,  which  he  found  very 
effective  in  a  similar  previous  case.  After  coeliotomy  he  always 
tries  to  stimulate  intestinal  peristalsis  so  as  to  prevent  adhesions, 
and  very  often,  even  after  intestinal  operations,  applies  massage 
to  the  whole  abdomen.  The  alleged  danger  of  such  massage 
when  there  is  ileus  (haemorrhage,  pain,  rupture  of  adhesions)  is, 
he  thinks,  exaggerated,  and  he  believes  that  adhesions  of  intes- 
tine in  Douglas*  pouch,  or  to  the  pedicle,  or  even  between  two 
loops  of  intestine,  may  be  loosened  by  this  method.  In  com- 
mencing adhesions  there  is  nothing  to  prevent  the  use  of  ordinary 
purgatives,  clysters  or  inflation  of  the  intestines. 

On  the   Senile    Changes  in  the    Fallopian    Tubes.      By 
ScHNAPER  (New  York).     Centralblatt  f.  Gyn,^  S.  1201. 

Examination  of  twenty  cases  between  the  ages  of  47  and  90 
has  led  the  author  to  consider  that,  as  regards  the  partial  loss 
of  the  superficial  epithelium,  the  more  or  less  considerable 
increase  in  connective  tissue,  and  the  partial  or  total  obliteration 
of  the  canals,  the  senile  changes  in  the  Fallopian  tubes  are 
analogous  to  those  in  the  vagina  (kolpitis  senilis).  The 
muscular  tissue  and  adventitia  of  the  vessels  of  the  tubes  also 
exhibit  processes  of  growth  and  subsequent  shrinking.  The 
connective  tissue  in  all  these  layers  of  the  tubes  is  developed 
to  an  extent  that  makes  the  exact  delimitation  of  these  layers 
from  one  another  impossible. 

Wendelbr  {ibid.^  S.  1386),  criticising  the  above,  says  that 
Schnaper  has  not  always  distinguished  between  the  normal  and 
pathological  changes  in  the  senile  tubes. 

Scarlatina  after  Laparotomy  and  in  Childbed.     By  Sippel 
(Frankfort).     Centralblatt  f.  Gyn.y  1898,  S.  1204. 

A  virgin  aged  22  recovered  from  scarlet  fever,  which  came 
on  three  days  after  an  operation  for  an  ovarian  tumour.  As  the 
patient  must  have  been  infected  before  the  operation,  -Sippel 
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concludes  that  one  may  fearlessly  perform  an  operation  that 
does  not  admit  of  delay  (^.^.,  herniotomy)  on  a  patient  suffering 
from  uncomplicated  scarlet  fever,  and  further,  that  a  woman 
so  suffering  may  be  confined,  or  a  puerperal  woman  have 
scarlet  fever,  without  the  genitals  being  infected.  These  state- 
ments, however,  refer  to  simple  scarlatina,  not  to  the  traumatic 
form  of  the  disease.  The  question  is  considered  in  the  British 
Medical  Journal^  p.  1897,  ii.,  1898. 

The  Operative  Sterilisation  of  Women.  By  Rose  (Ham- 
burg).    Centralblatt  f,  Gyn,^  S.  1225. 

For  this  end  Rose  recommends  the  wedge-shaped  excision  of 
the  tubes  out  of  the  uterus.  He  has  as  yet  had  no  opportunity 
of  trying  this  method  of  preventing  conception,  but  when 
removing  the  tubes  he  invariably  separates  the  uterine  ends  in 
this  way.  The  method  is  a  protection  against  subsequent 
gonorrhceal  infection  and  its  extension  to  the  peritoneum  (v.  ihid,, 
S.  815  supra). 

On  Tubal  Menstruation.  By  H.  Thomson  (Odessa).  Cen- 
tralblatt  f,  Gyn.^  S.  1227. 

It  is  questionable  whether  any  menstruation  takes  place  in 
the  tubes.  Only  three  recorded  cases  are  free  from  objection; 
to  these  Thomson  adds  two  personal  observations,  in  each  of 
which  there  were  fistulas  in  the  abdominal  wall  communicating 
with  the  tubes,  and  through  them  a  bloody  discharge  at  the 
menstrual  periods.  Thomson  considers  it  proved  that  during 
the  menses  a  process  similar  to  that  in  the  uterus  takes  place 
in  the  tubes. 

On  the  Surgery  of  Large  Fibromyomata  of  the  Uterus. 
By  Wolfram  (Riga).     Centralblatt  f.  Gyn.,  S.  1228. 

Wolfram  removed  a  myoma  weighing  thirty-five  pounds  from 
a  woman  of  50,  in  wretched  condition,  by  laparotomy,  without 
applying  a  single  ligature  to  pedicle  or  blood  vessels.  Five 
large  and  ten  small  compression  forceps  were  led  into  the  lower 
angle  of  the  wound,  and  removed  on  the  eighth  day.  The 
operation  lasted  forty  minutes — the  recovery  three  weeks. 

On  the  Treatment  of  Chronic  Puerperal  Inversion  of  the 
Uterus.  By  Elis  Essen- Moller  (Lund).  Centralblatt  f, 
Gyn.,  1898,  S.  1249. 

In  a  case  of  chronic  inversion  of  the  uterus  of  five  and  a- half 
years'  standing  in  a  priniipara,  as  reduction  was  still  impossible 
after  dividing  the  posterior  fornix  transversely  and  the  posterior 
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wall  of  the  uterus  longitudinally  after  Kiistner's  method,  Borelius, 
prolonging  the  incision,  split  the  entire  wall  of  the  uterus 
from  the  fundus  to  the  transverse  incision  in  the  vaginal  vault, 
folded  the  two  sides  of  the  uterine  wall  forward,  and  stitched 
them  together  by  two  layers  of  sutures ;  the  uterus  still  lay  in  the 
vagina  with  the  fundus  downwards.  The  uterus  was  then 
returned  into  its  normal  position  in  the  peritoneal  cavity  through 
the  transverse  incision  in  the  vagina,  and  the  pouch  of  Douglas 
and  vagina  sewn  up.  The  author  thinks  this  plan  of  Borelius, 
as  well  as  that  of  KQstner,  should  always  be  tried  in  chronic 
puerperal  inversion  before  proceeding  to  panhysterectomy. 

Automatic  Action  of  the  Embryonal  Heart  three  Hours 
AFTER  Death.  By  Neugebauer.  Centralblatt  f.  Gyn,^  1898, 
S.  1281. 

In  a  fourteen-weeks  embryo  of  extra-uterine  development 
removed  by  vaginal  coeliotomy,  embryotomy,  and  dismember- 
ment, Neugebauer  found  that  the  heart  was  beating  automati- 
cally and  rhythmically,  and  this  action  continued  for  more  than 
three  hours  after  death.  He  finds  only  three  reported  cases 
(Pfliiger,  Rawitz  and  Veit)  of  the  action  of  the  human  heart 
persisting  after  death. 

Extirpation  of  the  Spleen  during  Pregnancy,  on  Account 
OF  Traumatic  Rupture.  By  Savor  (Vienna).  Cetiiralblatt 
/.  Gyn.y  1898,  S.  1305. 

A  V.-para  of  31  in  the  sixth  month  of  pregnancy  was 
admitted  into  Chrobak's  clinic  after  a  drunken  man  had  trodden 
on  the  left  side  of  her  abdomen  ;  on  the  following  day  there  were 
signs  of  internal  haemorrhage,  and  laparotomy  disclosed  a  rupture 
of  the  spleen  as  the  source  of  the  bleeding.  Savor  extirpated 
the  spleen  and  the  woman  made  an  excellent  recovery  and  was 
spontaneously  delivered  of  a  healthy  child  at  full  term.  The 
spleen  was  soft,  pale,  and  enlarged — a  condition  referred  by 
Savor  to  a  puerperal  process.  Savor  tabulates  eight  reported 
cases  of  removal  of  the  spleen  for  injury,  five  recovering.  In  the 
present  instance  the  operation  had  no  bad  effects  on  mother  or 
child. 

Concerning  the  Reflexa-Placenta.  By  Cramer  (Bonn). 
Centralblatt  f.  Gyn.,  1898,  S.  1329. 

In  an  ovum  aborted  at  the  beginning  of  the  third  month,  the 
placenta  had  developed  in  the  decidua  reflexa  for  the  most  part 
laterally,  not,  as  in  cases  hitherto  reported,  in  the  advanced  flap 
of  the   reflexa   of  placenta   praevia.     Cramer  thinks  that   the 
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excessive  development  of  this  reflexa-placenta  may  have  been 
the  cause  of  the  abortion.  The  cause  of  this  excessive  develop- 
ment in  the  present  case  Cramer  leaves  undecided,  as  the 
embryo  was  detached  and  the  locus  of  the  insertion  of  the  cord 
could  not  be  determined. 

On  the  Treatment  of  Ulcerated  Cervical  Carcinoma  by 
Means  of  Constant  Warmth.  By  Westermark  (Stock- 
holm).    Cmtrdhlatt  f,  Gyn.,  1898,  S.  1335. 

Westermark  has  adapted  the  method  recommended  by  Wel- 
ander  for  chancrous  ulcers,  psoriasis,  favus,  &c.,  to  inoperable 
uterine  carcinoma.  He  places  in  the  hollow  in  the  cancer,  after 
the  latter  has  been  scraped  out,  a  spiral  silver  tube,  which  is 
fed  with  a  regulated  stream  of  hot  water.  The  temperature 
should  be  as  hot  as  can  be  borne — 42-44^C.  is  generally  high 
enough ;  the  application  as  a  rule  is  continued  for  forty-eight 
hours.  He  has  tried  this  method  in  seven  cases ;  the  result 
was  successful  in  so  far  that  the  bleeding  and  ichor  ceased  and 
the  patients  soon  improved.  In  one  case  only  did  the  ulceration 
heal,  but  there  was  still  some  infiltration  of  the  parametrium 
when  the  patient  was  discharged. 

Excisio  Vaginalis  MucoSiE  Uteri — Endometrectomy.  By 
A.  DuHRSSEN  (Berlin).     Centralblatt  f.  Gyn,,  1898,  S.  1353. 

Casati  has  described  under  the  name  of  endometrectomy  an 
operation  for  the  relief  of  haemorrhagic  endometritis,  in  which, 
after  laparotomy  and  opening  the  uterus,  he  excises  the  whole 
of  the  uterine  mucosa  with  a  layer  of  the  muscular  parenchyma. 
Diihrssen  has  performed  this  excision  by  the  vagina  in  four 
cases.  After  opening  the  anterior  vaginal  vault  and  exposing 
the  anterior  wall  of  the  cervix,  he  detached  the  peritoneum 
from  the  anterior  wall  of  the  corpus  (extra-peritoneal  method), 
or  divided  the  anterior  fold  of  peritoneum  (intra-peritoneal 
method),  then  divided  the  anterior  wall  of  the  uterus  as  far  as 
the  fundus,  supplemented  this  incision  by  a  transverse  one,  and 
stripped  off  the  uterine  and  cervical  mucosa.  The  uterus  was 
closed  by  from  three  to  six  circular  sutures  passing  round  the 
cavum  below  the  wounded  surface. 

The  operation,  which  is  further  explained  by  illustrations,  is 
indicated  in  cases  of  haemorrhagic  endometritis  in  which,  all 
other  methods  failing,  extirpation  of  the  uterus  would  otherwise 
be  necessarily  suggested. 

Symphysiotomy  and  CiCSARiAN  Section.  By  Professor  Charles 
(Liege).    Journal  des  AccoucJumentSj  1898,  p.  576. 

In  a  critique  of  Pinard's  statistics,  Professor  Charles,  while 
agreeing  with  the  motto  Pinard  has  had  inscribed  on  the  walls 
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of  the  Clinique  Baudeloque,  '*  No  embryotomy  on  the  living 
child,**  as  a  counsel  of  perfection,  points  out  that  at  the  Moscow 
Congress  Kiistner  limited  symphysiotomy  to  Lying-in  Hospitals, 
Olshausen  preferred  the  Caesarian  operation,  La  Torre  advo- 
cated Walcher's  position  (which  he  attributed  to  Scipio  Mer- 
curio).  Durante  insisted  on  the  danger  to  the  soft  parts,  and 
Zweifel  alone  was  enthusiastic  in  favour  of  symphysiotomy. 

Pinard  rejoices  that  whatever  course  is  recommended  no  one 
now  advocates  the  destruction  of  the  child ;  as  a  matter  of  fact 
no  one  ever  did  so,  though  most  obstetricians  believe  that  under 
certain  universally  recognised  and  very  distressing  conditions  it 
may  be  right  or  necessary  to  destroy  the  child  in  order  to  save 
the  mother,  and  though  Pinard  declares  that  the  necessity  no 
longer  exists,  many  agree  with  Olshausen  in  preferring  Caesarian 
section  to  symphysiotomy  as  being  less  dangerous  and  simpler. 
In  lo  Caesarian  sections  Charles  lost  no  mother  or  child,  while 
1 3  symphysiotomies  were  fatal  to  2  mothers  and  i  child ;  and 
Pinard,  in  90  operations  for  the  enlargement  of  the  pelvis 
during  the  years  1892- 1897,  ^^^^  ^^  mothers  and  12  children. 
Charles  holds  that  even  now  embryotomy  of  the  living  child  is 
a  hard  necessity  occasionally  imposed  on  the  practitioner.  The 
performance  of  either  symphysiotomy  or  Caesarian  section  with- 
out the  consent  of  the  woman  herself  is  a  very  questionable 
proceeding,  and  one  dangerous  for  the  operator.  Conditions 
outside  hospitals  are  often  unfavourable  for  the  operation,  and 
many  women  decline  it.  One  cannot  allow  the  woman  to 
become  exhausted  while  we  wait  for  the  death  of  the  child,  or 
make  the  pretence  that  the  fcetal  heart  has  ceased  to  beat.  (C/. 
B,  M,  /.  Epitome,  January  7,  1899.) 

Reynolds  {American  journal  of  ObsUtricSy  June,  1898)  in  an 
article  on  Caesarian  section  as  a  means  of  reducing  foetal 
mortality,  points  out  that  at  the  Boston  Maternity  there  have  in 
twelve  years  l)een  22  Caesarian  sections  without  the  loss  of  a 
single  mother  or  child. 


Recovery  from  a  Psychosis  associated  with  a  Uterine 
Myoma  after  Total  Vaginal  Extirpation  of  the 
Internal  Genitals.  By  Elzholz  (Vienna).  Wiener  klin. 
Wocfunschrift,  No.  29,  1898. 

A  spinster,  aged  40,  with  symptoms  of  anaemia  and  dys- 
menorrhoea,  became  affected  with  severe  melancholia  which 
resulted  in  attempted  self  -  destruction.  After  temporary 
recovery  she  had  severe  uterine  haemorrhage  accompanied  by 
great  mental  depression.  To  this  succeeded  brief  episodes  of 
hallucination  with  sudden  attacks  of  terror,  and  with  another 
attempt  at  suicide.     After  the  operation  above  mentioned  she 
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recovered  bodily  and  mentally.  The  full  history  of  this  case 
is  preceded  by  a  summary  of  the  literature  dealing  with  the 
connection  between  gynaecological  and  mental  disease. 

Puerperal  Tetanus.     By  W.  Kuhnau  (Breslau).    Berlin  klin. 
Wochenschriftj  No.  29. 

The  presence  of  the  B.  tetani  in  the  puerperal  endometrium 
has  as  yet  been  demonstrated  in  3  cases  only.  The  following 
case  is  therefore  of  great  interest.  A  patient  of  the  author's, 
aged  42,  after  a  vaginal  injection  six  days  after  normal  labour, 
was  seized  by  tetanus,  opisthotonos,  spasms  of  the  muscles  of 
the  extremities,  and  of  those  of  the  larynx  and  pharynx,  re- 
peated spastic  contraction  of  the  glottis,  during  one  of  which 
she  expired.  In  the  network  of  the  endometric  tissue  B.  tetani 
was  found  with  a  large  variety  of  others,  and  the  tetanic  poison 
was  detected  in  the  blood  and  spleen.  The  infection  was  a 
mixed  one  of  the  bacteria  of  putrid  decomposition,  septic  germs 
and  B.  tetani. 


Tetanus  after  Abdominal  Operation.     By   Koch.     Deutsche 
Zeits.f,  Chir.f  June,  1898. 

« 

A  patient,  aged  42,  was  attacked  by  tetanus  six  days  after 
myotomy  and  died  two  days  later.  In  a  small  abscess  in  the 
stump  was  found  a  knot  of  catgut  in  process  of  absorption. 
Fragments  of  this  catgut  induced  tetanus  in  two  mice.  The 
author  looks  upon  the  catgut  as  the  source  of  infection,  though 
it  had  been  sterilised  by  boiling  and  kept  in  oil  of  juniper. 

CONSTIPATIO    MUSCULARIS    S.    TRAUMATICA    MULIERUM    CHRONICA. 

By  PiNCUs  (Danzig).      Vifchow*s  Archiv,  Bd.  cliii..  Heft  2. 

In  half  the  cases  of  chronic  constipation  in  women,  Pincus 
believes  that  the  cause  may  be  found  in  a  weakening  of  the  levator 
ani  (diaphragma  pelvis)  due  to  laceration  and  cicatrisation,  or  to 
ischaemic  over-tension  and  relaxation  from  long  detention  of  the 
foetal  head  in  the  small  pelvis.  Under  such  conditions,  when 
the  levator  ani  contracts,  narrowing  of  the  vagina  does  not  take 
place  and,  upon  straining,  the  perinaeum  protrudes  forwards ; 
one  may  often  detect  with  the  finger  in  the  vagina  broad  gaps 
in  the  muscular  diaphragm.  By  reason  of  its  distension  the 
levator  ani  may  act  vicariously  for  the  sphincter  (continentia 
alvi  with  a  genital  cloaca).  Imperfect  function  of  the  abdominal 
pressure  aids  in  bringing  about  a  chronic  constipation.  Deficient 
innervation  of  the  intestine,  &c.  are  secondary  complications. 
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Sarcoma  Uteri.  By  O.  v.  Franque  (Wurzburg).  MUnchenn 
nied.  Wochcttschr,,  No.  41. 

In  the  last  ten  years  3,366  cases  seen  at  the  Wurzburg 
gynaecological  clinic  included  304  uterine  carcinomata  [35 
affecting  the  corpus],  and  only  16  sarcomata  :  sarcoma  seems 
thus  to  be  twenty  times  as  uncommon  as  carcinoma,  and  twice 
as  rare  as  carcinoma  of  the  corpus  uteri. 

Only  2  of  the  sarcomata — one  of  the  corpus  and  one  of  the 
cervix — certainly  originated  from  the  mucous  membrane :  in  a 
polypoid  tumour  of  the  fundus  the  origin  was  doubtful.  All  of 
the  13  parietal  sarcomata  developed  like  myomata,  5  were 
distinctly  submucous  (2  polypi)  or  interstitial  submucous, 
while  there  was  only  one  interstitial  subserous,  one  interstitial 
intra-ligamentary  and  one  entirely  subserous. 

Two  tumours  were  primary,  5  certainly,  and  6  more  or 
less  probably,  to  be  referred  to  pre-existing  hbromyomata  ;  the 
derivation  of  the  sarcomatous  elements  from  the  muscular  fibres 
could  not  be  demonstrated  in  any  case,  but  was  probable  in  2, 
and  in  these  and  3  others  their  derivation  from  the  interstitial 
tissue  was  indubitable.  In  6  cases  the  diagnosis  before  opera- 
tion had  been  fibromyoma.  One  woman  was  40,  another  34,  and 
another  only  27,  but  the  average  of  the  remaining  13  was  51*6 
years  ;   6  were  nullipara  ;    10  had  from  2  to  11  children  (average 

6-5.) 

Pulmonary  Metastases  in  Deciduoma  Maligna.  By  Dr. 
Julius  Neumann.  MiincJiener  med,  Wachenschrift^  1898,  No. 
49,  158. 

In  the  Vienna  Medical  Club,  Dr.  Julius  Neumann  lately 
gave  an  interesting  address  and  demonstration  on  the  above 
subject.  A  woman  after  bearing  a  living  child  was  subject  to 
persistent  haemorrhage,  on  account  of  which  the  uterus  was 
repeatedly  curetted.  From  examination  of  the  debris  removed 
Neumann  made  a  diagnosis  of  malignant  new  growth.  The 
uterus  was  extirpated  four  months  after  delivery,  but  the  woman 
died  two  and  a-half  months  later  from  metastases.  There  were 
numerous  round  knots,  up  to  the  size  of  an  apple,  in  the  lungs, 
partly  superficial,  partly  in  the  deeper  parenchyma,  in  colour 
ranging  from  grayish  to  brownish  red ;  some  of  the  masses  were 
necrotic  in  the  centre,  others  breaking  down  in  suppuration. 
After  discussing  the  symptomatology  and  diagnosis  of  the 
disease  (on  the  basis  of  his  own  experience  and  the  statements 
of  Eiermann,  Schmorl  and  others),  and  the  success  of  early 
extirpation  of  the  uterus,  Neumann  pointed  out  that  haemo- 
ptysis occasionally  occurs  during  pregnancy,  though  neither 
tuberculosis,  heart  disease  or  other  cause  for  it  can  be  detected. 
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He  had  met  with  such  haemorrhage  in  two  cases  in  the  early 
months  of  hydatid  mole,  but  otherwise  normal,  pregnancy, 
the  patients  feeling  perfectly  well.  After  a  few  weeks  the 
haemoptysis  ceased  and  the  women  remained  quite  healthy.  It 
is  not  impossible  that  in  such  cases  there  may  have  been 
embolic  infarcts  due  to  the  escape  of  placental  giant  cells  such  as 
Schmorl  has  described. 

The  British  Medical  Journal  (Epitome,  Jan.  14,  1899)  gives  an 
abstract  of  a  case  in  Treub's  Clinic,  in  which  acute  tuberculosis 
was  simulated  by  deciduoma  malignum.  The  case  was  quoted 
by  Driessen  in  a  discussion  on  a  paper  of  Veit's  "  On  Mola 
Hydatidosa  and  Deciduoma  Malignum  '*  {vide  Centralblatt  f.  Gyn.^ 
1898,  S.  1,006  and  506). 

A  New  Method  of  Treating  Inflammatory  and  Especially 
Exudative  Pelvic  Affections  by  Mechanical  Pressure. 
By  L.  PiNCUS  (Dantzig).  Zeitschtifi  /.  Geh,  «.  Gy»., 
xxxix.,  I. 

The  method  warmly  recommended  by  Pincus  in  this  article 
consists  in  recumbency  on  an  inclined  plane,  combined  with 
compression  of  the  pelvic  organs  from  the  exterior  and  also  from 
the  vagina.  For  inflammatory  affections  of  the  adnexa  in  the 
first  place  Pincus  desires  non-operative  treatment.  The  con- 
ditions necessary  for  unburdening  the  pelvic  organs  are  com- 
pletely fulfilled  by  Positio  in  piano  inclinatiocum  compressione 
(Belastungs-lagerung).  The  inclined  plane  is  arranged  by  raising 
the  foot  end  of  the  bed  15 — 35  cm. ;  the  external  compression 
by  elastic  bandages,  adhesive  plaster,  a  bag  filled  with  shot  or 
moist  potters'  clay  from  i  to  5  kg.  weight.  The  internal  com- 
pression Pincus  obtains  with  Gariel's  air  pessary,  a  colpeurynter, 
or  preferably  by  Bozemann's  columnization  or  graded  tam- 
ponnade;  gynaecological  massage  is  also  recommended  as  an 
auxiliary  means  in  chronic  disease.  He  indicates  as  the  peculiar 
field  for  this  treatment  chronic  pelvic  exudations  (peliocellulitis 
[parametritis] ,  pelioperitonitis  and  tubal  affections),  but  it  has  in 
his  experience  been  of  great  service  in  many  acute  inflammations. 
In  irritable  conditions  of  the  peritoneum  it  is  contra-indicated. 

Hyperemesis  Gravidarium.  By  Gustav  Klein  (Munich). 
Zeitschrift  f,  Geh,  u.  Gyn.y  xxxix.  i. 

Klein  agrees  with  Kaltenbach  in  restricting  this  term  to  cases 
in  which  the  vomiting  is  directly  due  to  pregnancy  and  the 
patient's  nourishment  suffers.  He  admits  as  cause  not  only 
hysteria  (Kaltenbach)  but  also  a  general  neurosis.  The  course 
he  divides  into  three  stages :  (i^  Vomiting  only  after  food ;  (2) 
vomiting  independent  of  ingestion ;  (3)  vomit  contains  blood ; 
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fever,  syncope,  delirium,  death.  In  the  first  and  second  stages 
dietetic  treatment  suffices,  t.^.,  mental  and  bodily  repose  and 
diminished  nourishment ;  if  this  does  not  succeed  treatment  in 
an  asylum  must  be  suggested  and  perhaps  carried  out.  Local 
and  suggestive  treatment  are  superfluous.  In  the  third  sta^e 
the  induction  of  premature  labour  must  be  considered.  (C/. 
Bacon,  A.J.M.S.,  June,  1898.) 

On  the  Occurrence  and  Significance  of  Post-natal  Trans- 
fusion. By  Rudolf  Kostling  (Dantzig).  Zcitschrift  f. 
Gib  u.  Gyn.f  xxxix.,  i. 

By  post-natal  transfusion  the  author  understands,  as  did 
Schiicking,  the  passage  of  blood  from  the  placenta  to  the  fcetus 
after  birth.  The  proceeding  is  of  particular  importance  in 
deciding  when  the  cord  should  be  divided.  In  the  present  work 
Kostling  has  collected  the  literature  of  the  subject,  and  also 
reports  his  own  researches,  which  were  directed  to  the  weight 
of  the  child  from  the  moment  it  was  born  till  the  severing  of  the 
cord,  and  to  determining  the  amount  of  blood  which  flowed  away 
when  the  cord  was  separated  immediately.  This  amount  in 
I.-parae  Kostling  found  to  be  from  o  to  130  g.,  measured  by  the 
increase  in  the  weight  of  the  child  during  the  third  stage  of 
labour,  and  in  muUiparse  from  o  to  80  g.  If  the  cord  were  divided 
immediately  the  child  was  born,  in  primiparae  he  collected  from 
it  from  10  to  152  g. ;  in  multiparas  from  5  to  115  g.  As  cause 
of  post-natal  transfusion  he  takes  the  contractions  of  the  uterus 
during  labour,  which  press  the  blood  out  of  the  maternal  into 
the  foetal  placenta  and  so  lead  to  the  transfusion.  The  state- 
ment made  by  some  authors,  that  children  whose  cords  are 
prematurely  divided  are  inferior  in  appearance  and  general 
condition,  he  could  only  partially  confirm —indeed  in  some 
cases  the  balance  was  in  their  favour.  He  considers  that 
pulsation  should  have  ceased  in  the  cord  before  it  is  divided, 
and  characterises  the  use  of  Crede's  grip,  the  elevation  of  the 
placenta,  the  stroking  down  of  the  cord,  and  such  like  proceed- 
ings as  superfluous. 

Deliveries  by  Forceps  in  the  Provincial  Institute  for 
MiDWivES  AT  Dantzig  during  the  Years  1887 — 97-  Bj 
Semon  (Dantzig).     Zeitschrift  f.  Geb,  u,  Gyn.^  xxxix.,  i. 

A  report  of  123  cases  of  delivery  by  forceps,  added  to  which 
is  a  critical  review  of  the  relevant  literature  and  a  comprehensive 
survey  of  present  opinion  on  the  use  of  the  forceps.  Semon's 
practice  seems  to  be  the  usual  one ;  he  used  the  high  forceps  in 
19  cases  =  14*6  per  cent,  of  the  whole,  a  rather  high  percentage 
— and  the  results  were  not  very  brilliant.     Three  times  there  was 
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serious  illness  in  the  subsequent  child-bed,  five  times  fever; 
and  one  patient  with  heart  disease  died ;  the  other  ten  had  no 
fever.  These  results  point  to  a  limitation  rather  than  an 
extension  of  the  field  for  the  high  forceps. 

The    Operative    Treatment    of    Tubercular    Peritonitis. 
By  MERKEL(Nurnberg).    Zeitschrift  f,  Geb,  u.  Gyn.,  xxxix.,  i. 

A  report  of  two  private  cases  cured  by  laparotomy  and  in 
good  health  for  many  years  afterwards,  (i)  F.,  30.  Tuber- 
cular infiltration  of  the  apex  of  the  right  lung  and  ascites,  en- 
cysted and  free.  No  bacilli  detected  in  the  peritoneal  tubercles. 
(2)  W.,  49,  luetic  from  her  husband;  free  ascites;  tubercle 
bacilli  in  peritoneal  nodules. 

In  each  case  Merkel  looks  upon  the  lung  affection,  or  perhaps 
infected  bronchial  glands,  as  the  starting  point  of  the  peritoneal 
tuberculosis.  A  study  of  the  literature  disclosed  the  remarkable 
fact  that  more  female  clinical  cases  are  recorded  than  male 
— while  the  anatomists  indicate  three  times  as  many  men  as 
women.  Merkel  believes  laparotomy  to  be  the  only  proper 
treatment ;  by  it  65  to  70  per  cent,  of  cases  have  been  cured  up 
to  the  present.  The  dry  form  of  peritonitis  is  more  favourable 
than  ascites — ^the  suppurative  form  the  worst.  Of  the  many 
and  various  attempts  to  explain  the  puzzling  success  of  laparo- 
tomy Merkel  inclines  to  that  which  supposes  that  the  stimulus 
to  which  the  peritoneum  is  subjected  in  opening  the  abdomen 
acts  as  curative  agent,  and  refers  to  the  action  of  congestive 
hyperaemia  of  Bier  in  tuberculosis  of  the  limbs. 

Chorion-Epithelioma.     By  Marchand.     Centralblatt  f.   Gyn,, 
1898,  No.  31. 

After  controversial  criticism  of  the  recent  work  of  Veit  and 
Pfannenstiel  on  deciduoma  maligna,  Marchand  declares  that  to 
him  it  is  of  no  importance  that  the  new  growth  is  variously  con- 
sidered as  belonging  to  the  sarcomata  or  carcinomata.  He 
prefers  to  call  it  chorion-epithelioma,  as  he  attaches  most  impor- 
tance to  the  proof  that  it  originates  from  the  villi  of  the  chorion. 
He  adheres  steadfastly  to  the  ectodermal  nature  of  Langhan's 
layer  of  cells. 

Two  New  Cases   of  Malignant  Chorion-Epithelioma.     By 
Marchand.     Zeitschrift  f.  Gch,  u.  Gyn,^  xxxix.,  2. 

In  this  important  work  Marchand  endeavours  to  reconcile 
the  hitherto  divergent  views  on  the  nature  and  origin  of  deci- 
duoma maligna.  As  is  well  known,  he  considers  this  new 
growth  to  be  epithelial  and  composed  from  the  syncytium  of  the 
chorionic  villi  and  elements  of  Langhan's  layer  of  cells,  and 
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that  the  sjrncytium  is  of  maternal,  of  utenne,  the  cellular,  layer 
of  foetal,  origin.  Most  recent  writers  consider  that  the  syncytium 
is  also  of  foetal  origin,  and  Marchand  admits  that  a  series  of 
weighty  facts  are  in  favour  of  this  view.  He  gives  a  compre- 
hensive report  of  all  that  has  been  published  on  the  subject 
since  1895,  ^^^°  discusses  recent  works  on  the  histology  of  the 
hydatid  mole,  and  describes  two  cases  of  chorion-epithelioma 
observed  by  himself. 

(i)  A  woman  of  42  expelled  an  hydatid  mole,  and  after  three 
weeks  suffered  from  haemorrhage  so  severe  and  so  repeated  as 
to  lead  to  total  extirpation  of  the  uterus,  from  which  she  re- 
covered. Microscopic  examination  showed  that  there  was  a 
commencing  malignant  tumour,  which  was  connected  with  the 
intrusion  of  certain  villi  into  a  vein  at  the  seat  of  the  placenta. 
The  development  of  the  new  growth  originated  from  the  epi- 
thelial investment  of  the  chorionic  villi. 

(2)  The  second  case  was  that  of  a  girl  of  22,  delivered  in  the 
fourth  month  of  an  hydatid  mole.  Examination  and  the  curette 
proved  that  there  was  a  malignant  new  growth,  too  far  advanced 
for  operation,  and  this  proved  fatal  two  months  later.  Metas- 
tases were  found  in  the  vagina  and  retro-peritoneal  glands  and 
in  the  lungs.  This  case  was  also  one  of  chorionic  epithelioma 
but  quite  atypical  in  its  structure. 

Marchand  now  distinguishes  two  principal  forms  of  malig- 
nant chorion-epithelioma,  one  typical,  one  atypical.  In  the 
former  the  character  of  the  chorionic  epithelium  remains  as  it 
was  in  the  first  period  of  pregnancy,  in  the  latter  epithelium  is 
only  seen  as  isolated  cells.  Transition  forms  between  these  two 
may  be  met  with.  The  atypic  form  may  show  histological 
resemblances  to  sarcomatous  or  carcinomatous  tumours,  the 
typical  form  does  not.  The  only  analogue  Marchand  can  find 
is  the  chorionic  epithelium  in  its  early  stages.  He  therefore 
considers  that  the  only  proper  name  for  this  new  growth  is 
"malignant  tumour  of  the  chorionic  epithelium,"  or  chorio- 
epithelioma  malignum  s.  destruens. 

J.  J.  M. 

Diphtheria  of  the  Vulva.     By  J,   Whitridgb   Williams, 
M.D.  (Johns  Hopkins  University).     Anur,  Jour,  of  Obst. 

Dr.  Williams  first  draws  attention  to  the  frequency  of  so-called 
diphtheritic  endometritis  or  vaginitis,  and  to  the  extreme  rarity 
of  cases  in  which  really  the  bacillus  diphtherias  is  the  cause  of 
the  grey  slough.  It  is  not  right  to  speak  of  puerperal  diphtheria 
unless  the  presence  of  the  diphtheria  bacilli  has  been  demon- 
strated in  the  membranes.  After  reference  to  two  cases  of  true 
puerperal  diphtheria  reported  by  Nisot  and  Bumm,  the  author 
reports  one  which  had  come  under  his  own  observation.  On  the 
twenty-third  day  of  the  puerperium  he  was  called  to  see  a  patient 
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with  the  following  history.  Labour  very  easy ;  got  up  on  the 
fifth  day,  but  on  the  twelfth  day  there  were  pain  and  swelling 
of  the  vulva,  and  on  the  following  day  she  was  unable  to  urinate. 
No  further  symptoms,  but  during  the  next  week  the  baby  and 
another  child  died  of  diphtheria.  On  examination,  the  inguinal 
glands  were  found  enlarged  and  sensitive.  The  entire  vulva  was 
red,  hard,  and  greatly  swollen.  The  inner  surface  of  the  labia, 
both  majora  and  minora,  was  covered  by  a  greyish  white,  firmly 
adherent  membrane,  densely  adherent,  and  which  left  a  raw, 
bleeding  surface  when  removed  by  dissecting  forceps.  The 
membrane  extended  only  a  short  distance  up  the  vagina.  Bac- 
teriological examination  showed  the  presence  of  typical  Klebs- 
Loffler  bacilli.  It  is  undoubtedly  the  fact  that  the  majority  of 
so-called  diphtheritic  membranes  of  the  vulva,  vagina,  &c.,  do 
not  contain  the  bacillus  diphtheriae,  but  are  due  to  streptococci. 
This  patient  was  treated  with  anti-toxin  and  the  genitals  kept 
clean  with  boracic  acid  lotion.  In  a  few  days  all  trace  of  the 
disease  had  disappeared.  Several  weeks  later  more  or  less 
paralysis  of  both  legs  made  its  appearance,  thus  doubly  confirm- 
ing the  diagnosis.  The  mother  was  probably  infected  by  the 
physician  attending  the  case.  It  need  hardly  be  pointed  out 
how  the  precision  in  diagnosis  bears  upon  the  treatment. 


Carcinoma  Developed  from  the  Wall  of  a  Dermoid  Cyst 
OF  THE  Ovary.  By  J.  G.  Clark,  M.D.,  Johns  Hopkins 
Hospital.    Am,  J,  of  Ohs, 

The  author  first  gives  a  summary  of  eight  cases  which  have 
been  reported  of  carcinoma  of  dermoid  cysts,  seven  of  which 
have  been  of  the  epidermal  type,  and  only  one  glandular.  The 
pathology  of  the  case  reported  by  the  author  is  that  of  an 
epidermal  type.  The  tumour  was  removed  from  a  woman  aged 
29,  by  the  late  Prof.  Breisky,  on  May  29,  1885 ;  at  the  same  time 
a  metastatic  nodule  about  the  size  of  a  walnut  was  removed  from 
the  left  axilla.  The  patient  recovered,  but  her  subsequent 
history  is  not  known.  Specimen  : — Combined  cystic  and  solid 
tumour  of  the  left  ovary  the  size  of  a  new-born  child's  head. 
The  general  outline  of  the  ovary  is  preserved,  the  inner  pole 
being  occupied  by  the  solid,  the  outer  by  the  cystic  tumour. 
The  consistence  of  the  solid  tumour  is  hard,  resistant,  and  on 
section  with  the  razor  shows  a  uniform  gristly  white  appearance, 
with  fine,  indistinct  fibrillary  lines  interlacing  through  its  sub- 
stance. It  lies  within  the  cyst  wall.  The  interior  of  the  cyst 
wall  is  clad  with  wrinkled  epidermislwhich  presents  the  typical 
appearance  of  the  washerwoman's  skin.  Where  the  cyst  wall 
has  the  most  characteristic  epidermal  appearance  is  a  growth  of 
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short  black  hairs.  At  ojie  point  is  a  small,  isolated,  wart-like 
projection  covered  with  hairs.  No  teeth,  bone,  or  cartilaginous 
structures  are  to  be  found.  The  wall  is  thin  beyond  the  limits  of 
the  solid  tumour. 

On  microscopic  examination :  in  the  epidermal  area,  ijt,^  in 
the  greater  part  of  the  cyst  wall,  and  in  the  warty  growth,  the 
epithelium  is  normal  and  shows  no  tendency  to  penetrate  the 
underlying  tissues.  Sections  taken  at  the  junction  of  the  cyst 
wall  with  the  tumour  show  the  transition  of  the  cells  of  the 
epithelial  layer  into  cancerous  tissue.  The  regular  layers  are 
no  longer  preserved,  the  cells  being  heaped  up  in  a  confused 
mass,  and  are  all  of  the  large,  fiat  variety,  with  large  oval 
nuclei  and  deeply  staining  protoplasm.  In  the  tissues  beneath 
the  point  where  the  atypical  appearance  is  first  noted  there  is  an 
inflammatory  reaction.  Approaching  the  main  body  of  the  new 
growth,  the  epithelium  loses  all  semblance  to  an  orderly  arrange- 
ment and  begins  to  encroach  upon  the  underlying  tissue,  in  some 
places  forming  well  marked  cancerous  projections  with  here  and 
there  a  pearly  body,  and  still  further  towards  the  centre  the 
fibrous  tissue  of  the  cyst  wall  becomes  more  and  more  involved, 
until  it  is  finally  almost  entirely  replaced  by  the  cancerous 
process.  At  many  points  the  epithelium  assumes  a  more  or  less 
concentric,  laminated  arrangement  which  strongly  suggests  pearly 
bodies.  The  epithelial  cells  are  enclosed  in  large  connective 
tissue  alveoli,  in  which  they  are  closely  packed  one  against  the 
other.  This  arrangement  is  especially  noted  in  the  border  lines 
of  the  tumour.  Along  the  margins  of  the  tumour  the  cells  are 
regular  in  outline,  their  nuclei  are  well  preserved  and  the  cell 
protoplasm  stains  deeply,  whereas  in  the  more  centrally  located 
portions  the  cells  stain  poorly,  their  nuclei  having  either  dis- 
appeared or  degenerated  into  a  granular  detritus.  Occasionally 
a  blood  vessel  is  seen  whose  lumen  is  completely  blocked  with 
cancer  cells,  while  its  neighbouring  vessels  are  normal.  The 
axillary  nodule  presents  the  same  type  of  cancer. 

Forty  Cases  of  Fever  in  the  Puerperium,  with  Bacterio- 
logical Examination  of  the  Uterine  Contents.  By 
J.  Whitridgb  Williams,  Johns  Hopkins  University. 

For  the  past  two  years  Dr.  Williams  has  examined  the 
uterine  lochia  bacteriologically  in  every  case  of  fever  during  the 
puerperal  period.  The  rule  has  been  adopted  of  taking  cultures 
from  the  uterus  only  in  those  cases  in  which  the  temperature 
rises  up  to  or  above  ioi°  F.  The  work  is  of  great  importance 
in  its  practical  applications,  for  a  positive  diagnosis  can  be  made 
as  to  the  presence  or  absence  of  puerperal  infection,  whereby 
the  prognosis  and  treatment  can  be  determined. 
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In  the  forty  cases  examined  in  the  two  years  there  were 
found  streptococci  in  eight  cases  ;  staphylococci  in  three  cases  ; 
colon  bacilli  in  six  cases ;  gonococci  in  two  cases ;  anaerobic 
bacteria  in  four  cases;  unidentified  aerobic  bacteria  in  three 
cases ;  bacteria  in  cover  glass,  but  cultures  sterile,  in  four  cases  ; 
diphtheria  bacilli  in  one  case :  gas  bacilli  (bacillus  acrogenes 
capsulatus)  in  one  case ;  typhoid  bacilli  in  one  case  ;  cover  glass 
and  cultures  sterile  in  eleven  cases ;  cover  glass  and  cultures 
sterile,  with  malarial  plasmodia  in  blood,  in  one  case ;  making  a 
total  of  forty-four  cases.  This  apparent  discrepancy  is  due  to 
the  fact  that  a  mixed  infection  had  to  be  dealt  with  in  several 
instances.  These  results  are  in  accord  with  that  observed  by 
others,  and  only  substantiate  the  doctrine  that  puerperal  infec- 
tion is  wound  infection,  and  like  it  may  be  due  to  a  number  of 
different  bacteria  which  have  been  introduced  into  the  patient 
from  without.  In  the  eleven  cases  in  which  cover  glass  and 
cultures  were  sterile  the  relation  between  the  clinical  symptoms 
and  the  bacteria  found  is  not  quite  so  clear  as  in  the  other  cases ; 
however,  the  presence  of  puerperal  infection  could  be  positively 
excluded.  The  temperature  in  these  was  probably  due  to  an 
auto-intoxication  from  the  intestines,  for  there  was  a  rapid  fall 
of  temperature  after  brisk  purgation.  In  some  of  them  there 
were  breast  disturbances,  and  in  some  it  was  impossible  to  find 
any  cause  for  the  temperature. 

Another  eleven  of  the  forty  are  interesting  in  that  cultures  of 
the  ordinary  cocci  of  puerperal  infection  could  not  be  made,  nor 
were  the  cultures  sterile.  In  four  of  them  anaerobic  organisms 
were  cultivated  ;  of  these  four,  two  had  short,  thick  bacilli ;  in  a 
third  was  a  thick  bacillus,  three  to  five  times  as  long  as  broad. 
None  of  these  organisms  had  a  great  degree  of  virulence.  The 
last  of  the  four  ended  fatally,  and  in  it  Dr.  Williams  demonstrated 
the  gas  bacillus. 

In  three  of  the  efcven  Dr.  Williams  cultivated  aerobic 
bacteria,  which  he  was  unable  to  identify.  From  two  of  them 
he  cultivated  a  non-pathogenic  strepto-bacillus. 

In  the  last  four  of  the  eleven,  although  bacteria  were  in  the 
lochia,  Dr.  Williams  was  unable  to  cultivate  them. 

In  some  of  these  eleven  the  high  temperature  fell  on  brisk 
purgation.  It  is  very  doubtful  if  a  causal  relation  existed  be- 
tween the  bacteria  and  the  symptoms  observed,  the  latter  being 
probably  due  to  auto-intoxication.  In  these  eleven  cases  infection 
by  the  more  dangerous  pyogenic  bacteria  was  excluded. 

J.  F.  J. 

A   New  Conservative   Operation   for   the   Cure  of   Irre- 
ducible Inversion  of  the  Uterus. 

In  1893,  ^^'  Piccoli,  of  Naples,  having  attempted  to  reduce 
an  inverted  uterus  by  incision  of  the  cervix  without  success,  and 
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finding  his  patient  exhausted  by  hxniorrhage,  rapidly  pexformed 
vaginal  hysterectomy  and  saved  his  patient. 

Subsequently,  by  experimenting  on  the  removed  uterus,  he 
found  it  impossible  to  effect  a  reduction  of  the  inversion  until  he 
had  prolonged  his  incision,  on  the  posterior  surface  of  the  organ, 
the  whole  length  of  the  uterine  canal,  as  far  as  the  fundus.  He 
then  formulated  the  idea  of  a  new  operation  whereby  the  uterus 
could  be  preserved,  reduced  and  replaced,  and  he  read  a  paper 
on  the  subject  at  the  International  Congress  of  Medicine  in 
Rome,  in  1894,^  describing  his  process  as  follows:  Having 
failed  in  the  attempt  of  reducing  the  inversion  by  taxis,  complete 
asepsis  of  the  genital  passages  is  secured,  the  uterus  is  lowered 
by  means  of  an  elastic  ligature  and  the  uterine  mucosa  curetted, 
a  transverse  incision  is  made  in  Douglas'  pouch  to  ensure  a 
large  opening.  Another  attempt  is  now  made  to  reduce  the 
inversion  by  taxis,  and  if  this  fail,  an  incision  is  made  through 
the  whole  thickness  of  the  posterior  wall  of  the  uterus,  h'om  the 
external  os  to  the  fundus,  when  the  uterus  is  reduced  by  doubling 
it  back  upon  itself  from  the  incised  wall,  so  as  to  bring  the 
mucosa  inside,  the  peritoneal  covering  outside  and  the  incised 
wall  to  appear  anteriorly  instead  of  posteriorly  as  it  was  before. 
The  incision  is  then  united  by  interrupted  sutures.  The  uterus 
is  now  replaced  into  the  abdominal  cavity  by  raising  it  up  through 
the  opening  previously  made  in  Douglas*  pouch,  which  is  then 
sutured.  In  case  of  uncontrollable  haemorrhage  from  the  incised 
surfaces,  perform  hysterectomy. 

So  far,  the  operation  existed  only  in  theory,  and  it  was  not 
until  1896  that  Professor  Morisani,  of  Naples,  performed  it  on  the 
living  subject.  The  case  was  one  of  seven  years'  standing  in 
a  woman  aged  25,  having  been  caused  at  her  first  confinement 
by  undue  traction  upon  the  cord,  for  the  extraction  of  the 
placenta,  by  the  midwife.  She  had  received  treatment  during 
that  time  at  various  places,  without  any  marked  benefit.  An 
operation  was  decided  upon. 

The  parts  were  asepticised,  a  transverse  incision  was  made 
in  the  posterior  cul-de-saCy  into  which  the  index  finger  was 
introduced  and  directed  into  the  peritoneal  infundibulum  of  the 
inverted  uterus.  An  attempt  was  then  made  to  reduce  the 
inversion  by  taxis,  but  without  success.  The  incision  of  the 
posterior  cul-de-sac  was  then  prolonged  on  each  side  as  far  as 
the  sacral  ligaments  ;  the  index  finger  being  introduced  into  the 
infundibulum  of  the  inversion  as  a  guide,  an  incision  was  carried 
through  the  posterior  wall  of  the  cervix  and  body  of  the  uterus 
from  the  os  to  the  fundus  with  a  probe-pointed  bistoury,  and  the 
uterus  reinverted  by  pressing  the  thumbs  on  the  base  of  the 
inversion  and  the  fingers  on  the  incised  edges,  so  as  to  bring  the 


'  Proposition  di  un  nuovo  processo  per  la  cura  conscrvatrice  della  inversione 
cronica  dcll*utero.     "  International  Congress  of  Rome,"  vol.  v.,  pp.  236-237. 
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incised  wall  anteriorly  from  the  posterior  position  which  it 
previously  occupied.  There  was  little  haemorrhage,  with  the 
exception  of  a  small  vessel  which  had  to  be  secured  and  tied. 

The  incised  surfaces  were  then  brought  into  apposition  and 
united  by  twelve  deep  separate  sutures  and  two  superficial  ones 
with  aseptic  silk.  The  uterus  was  then  pushed  up  through  the 
incised  opening  in  the  posterior  cul-de-sac,  and  replaced  in  a 
position  of  slight  ante-version.  The  posterior  cul-de-sac  was 
left  open,  the  vagina  was  irrigated  with  sterilised  water  and 
packed  with  gauze  to  keep  the  uterus  in  position.  After  the 
operation  the  patient  had  an  attack  of  bronchitis,  and  on  the 
sixth  day  the  temperature  rose  to  104°;  but  a  hypodermic 
injection  of  quinine  and  an  intra-uterine  injection  of  perchloride 
of  mercury  ^^^  dispelled  all  symptoms.  On  the  tenth  day  the 
patient  left  in  good  condition.  Eighteen  months  afterwards  the 
position  and  function  of  the  uterus  were  normal. 

In  1897,  ^^'  Sava  had  a  case  of  three  months*  duration, 
brought  on  by  similar  causes  in  a  young  woman  aged  18,  which 
he  failed  to  reduce  by  taxis  under  an  anaesthetic.  The  uterus  was 
then  drawn  down  by  means  of  the  elastic  ligature,  a  transverse 
incision  two  inches  in  length  was  made  in  the  vaginal  wall  of 
Douglas'  pouch,  about  half  an  inch  from  its  junction  to  the  cervix, 
the  index  finger  of  the  left  hand  was  then  introduced  into  the 
infundibulum  of  the  inversion  to  guide  a  probe-pointed  bistoury 
in  incising  the  posterior  wall  of  the  uterus  to  within  three-quarters 
of  an  inch  of  the  fundus,  when  the  inversion  was  easily  reduced. 
The  uterine  incision  was  closed  by  fourteen  interrupted  sutures 
through  the  serous  membrane  and  underlying  muscular  layer 
from  the  fundus  to  the  os.  The  incision  in  the  cul-de-sac  having 
been  found  too  small  to  pass  the  uterus  through,  a  longitudinal 
incision  was  made  from  the  centre  of  the  transverse  one,  forming 
a  T  with  the  latter,  and  extending  downwards  for  two  inches, 
when  the  uterus  could  easily  be  replaced. 

The  longitudinal  incision  was  ligatured  with  catgut,  the 
transverse  opening  was  filled  with  gauze  for  draining,  and  the 
vagina  packed  to  maintain  the  uterus  in  a  slightly  anteverted 
position.  No  accident,  slight  loss  of  blood ;  some  serous  dis- 
charge on  third,  fourth  and  fifth  days.  The  patient  got  up  on 
the  fifteenth  day. 

Dr.  Duret,  of  Paris,  has  proposed  certain  improvements  to 
the  above  method.  He  does  away  with  the  use  of  the  elastic 
ligature,  and  employs  instead  Museux'  forceps  to  draw  down 
the  uterus ;  he  insists  upon  the  uterine  incision  being  prolonged 
to  the  fundus  and  made  in  the  median  line  to  lessen  the  possi- 
bility of  haemorrhage  ;  he  attaches  the  greatest  importance  to  an 
accurate  co-aptation  of  the  two  incised  surfaces  of  the  uterus. 
To  obtain  this  object  he  applies  a  continued  suture  with  catgut 
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to  the  mucosa,  then  deep  interrupted  sutures  securing  the  serous 
membrane  and  muscular  layer ;  lastly,  a  few  superficial  sutures 
to  close  hermetically  the  peritoneum  ;  moreover,  he  applies  the 
sutures  to  the  body  of  the  uterus  before  replacing  the  organ 
into  the  peritoneal  cavity,  and  applies  those  of  the  cervix  only 
after  such  replacement,  thus  ensuring  better  co-aptation  of  the 
incised  surfaces  at  the  os. 

This  operation  is  an  invaluable  addition  to  the  treatment  of 
a  condition  which  has  hitherto  baffled  the  attempts  of  the  most 
experienced  gynaecologists  in  those  cases  in  which  attempts  at 
reduction  by  taxis  have  proved  ineffectual,  and  the  only  alter- 
native left  for  those  unfortunate  patients  was  a  miserable  life 
under  an  unsatisfactory  palliative  treatment  or  hysterectomy, 
which,  in' a  young  woman,  is  so  much  to  be  deprecated  when  it 
can  be  avoided. 

To  Dr.  Piccoli's  keen  observation  is  due  the  initiation  of  a 
method  which  will  restore  many  women  to  their  maternal  duties, 
and  save  them  from  much  misery  and  suffering,  and,  with  this 
merit,  he  can  well  afford  to  leave  to  his  followers  the  credit  of 
perfecting  the  details  of  the  operation.  It  may  be  mentioned 
that  in  1893  Kiistner  advocated  a  method  {Ceniralblatt  fur 
Gynakologie,  1893,  No.  41)  in  which  the  idea  of  Dr.  Piccoli  partly 
dawned  upon  him,  but  his  method  was  incomplete,  inasmuch 
as  the  incision  he  advocated  did  not  extend  to  the  os  externum, 
but  only  to  within  two  centimetres  of  it,  nor  beyond  that  distance 
of  the  fundus.  The  os  would,  therefore,  offer  as  great  an  obstacle 
to  the  reduction  of  the  inversion  as  the  cervix,  and,  on  that 
account,  the  operation  by  KGstner's  method  would  often  fall 
short  of  effecting  a  reduction  of  the  inversion,  and  the  reduction 
itself  of  the  incised  uterus  through  an  undivided  external  os 
would  be  a  difficult  proceeding  in  the  course  of  an  operation,  if 
it  succeeded  at  all. 

P.  Z.  H. 

The  Use  of  Mammary  Gland  in  the  Treatment  of  Fibroids 
OF  THE  Uterus,  and  of  Parotid  Gland  for  Ovarian 
Disease.  By  John  B.  Shober,  M.D.  (Philadelphia).  Am. 
J.  of  Obst. 

This  is  a  preliminary  report  of  cases  of  uterine  fibroid  and 
ovarian  disease  treated  by  the  author  up  to  date  of  publication 
by  mammary  and  parotid  gland  respectively.  His  attention  was 
called  to  the  value  of  these  gland  preparations  by  Dr.  Robert 
Bell's  paper  read  at  the  British  Gynaecological  Society  on  May  14, 

1896. 

There  are  reports  of  four  cases  of  fibroids  of  the  uterus 
treated  with  mammary  glands.  The  report  of  one  is  illustrative 
of  all  four. 
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Case  I. — M.  W.,  aged  32,  two  children,  first  seen  on  Nov.  7, 
1897.  Since  the  birth  of  her  last  child,  three  years  ago, 
menstruation  has  been  more  profuse  than  usual  and  painful. 
Two  years  ago  a  growth  was  noticed  in  the  abdomen  and  had 
increased  rapidly  in  size  during  the  last  year,  during  which  she 
had  suffered  much  with  metrorrhagia,  menorrhagia,  backache, 
headache  and  constipation.  She  had  become  a  morphia  hahituee, 
was  very  anaemic  and  nervous.  The  tumour  was  a  large, 
globular  fibroid  of  the  uterus,  rising  to  the  level  of  the  umbilicus 
with  a  lobule  rising  higher  on  the  left  side.  It  extended  laterally 
into  both  flanks.  Very  hard  and  immovably  fixed  in  the  pelvis. 
From  Dec.  14,  1897,  to  April  4,  1898,  she  was  treated  with 
powdered  extract  of  mammary  gland,  2!  grains  being  taken  three 
times  a  day  after  meals.  On  April  4,  the  following  note  was 
made :  "  Tumour  freely  movable  in  abdominal  cavity  and  is  quite 
irregular  in  outline.  The  abdominal  walls  are  no  longer  tense, 
but  are  soft  and  yielding  and  can  be  lifted  away  from  the  tumour. 
The  upper  edge  is  one  inch  below  the  umbilicus  and  there  is 
marked  lateral  contraction.  The  tumour  has  been  reduced  at 
least  one-third  its  original  size.  The  general  health  of  the 
patient  has  steadily  improved,  her  metrorrhagia  and  menorrhagia 
have  ceased,  and  she  is  rapidly  overcoming  the  morphia  habit.*' 
She  is  still  under  treatment. 

The  other  three  cases  present  similar  results.  In  all,  without 
any  other  treatment  the  tumour  is  steadily  decreasing  in  size 
and  the  general  health  is  improving.  Later  reports  will  be 
published. 

The  four  cases  of  ovarian  disease  treated  with  parotid  gland 
are  cases  of  enlarged  and  tender  ovaries  with  salpingitis. 
Ovarian  pain  and  dysmenorrhoea  are  prominent  symptoms. 
After  two  or  three  months*  treatment  with  powdered  extract  of 
parotid  gland,  and  ichthyol  and  glycerine  tampons  twice  a  week, 
the  tenderness  and  pain  disappeared,  and  on  examination  the 
swollen  condition  of  the  ovaries  was  found  to  have  subsided. 
The  author  says  that  these  results  are  not  convincing,  as  equally 
good  results  have  been  obtained  by  purely  local  treatment.  He 
is  convinced,  however,  that  the  use  of  the  gland  materially  aided 
and  hastened  the  ultimate  results. 

J.  F.  J. 
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